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1. CHAIR'S FOREWORD

This is the fifth annual report of the National Suicide Review

Group. There was a slight decre'ase in the number of suicides

registered in Ireland in 2003 and recent analysis of WHO

European Region data reveals that the overall rate of suicide

in Ireland ranks 17th of the 25 European Union countries.

Reflecting on the rate of youth suicide (15-24 years) in

Ireland however, it is apparent that suicide is a major public

health problem here as the rate returned for young men in

particular is among the highest in Europe. On average, there

are 26.3 years of 'potential life lost' (years under the age of

65) for every male suicide in Ireland. Furthermore, data from

the National Parasuicide Registry suggest that there are over

10,000 cases of deliberate self:harm presenting to Irish

hospitals each year, of which 90% are accounted for by

people under 50 years of age. The rates of deliberat~"·self"

harm peak for females in the 15 to 19 yea"rs age group an~. fCH

males in the 20 to 24 years age group. ,_ ,.

In this context, the present report outline,s deyelol?mE!!1ts in

suicide prevention activities nationally in"relation to' the "',iork

of the NSRG and of the health ~oards. Also, ch'anges in the

NSRG membership in 2003 reflect our preparations for the

imminent restructuring of the health services in Ireland. The

changes in membership referred to are the', addition of .

representation from the Mental Health Cgmmission, the

Health Research Board and the Department of Health and

Children. As the health services and management structures

move towards a period of reform it has been necessary to

align the NSRG with these changes in order to be in a

position to continue co-ordinating and monitoring suicide

prevention policy.

While the NSRG and the health boards continue to develop

suicide prevention initiatives, the work of other agencies
such as the National Suicide Research Foundation, the Irish
Association of Suicidology and 3Ts (Turning t~e Tide of
Suicide), has been key in developing and supporting
research and raising public and professional awareness of

suicide prevention issues. These groups have been
instrumental in supporting the NSRG in meeting its
objectives. The work of the NSRG itself is driven by the two
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r~source stafi members who now operate from a base in Cork
and a base in Galway linking in closely with the NSRG

members and 'with the Resource Officers for Suicide
Prevention ofthe health boards.

A key initiative underway at present, which is not addressed

in any detail in the, present report, is the preparation of a

National Strategy for Action on Suicide Prevention that is

.being developed in partnership between the NSRG, the
Health Boards Executive and the Department of Health and

Children. This action plan will be based on extensive national

and international consultation and will have a strong focus

on developing the implementation phase following

publication in 2005.:Already, through international contacts

developed in recent years, it is apparent that the direction

being taken in suicide prevention in Ireland is similar to that

of many other countries where a strong public health and

multi-sector emphasis on prevention is being advocated.

Through the con~oiidation of research and prevention efforts

in Ireland a!1d guided by international best practice it is

hoped that the serious public health problem of suicide and

s'uiddal behaviour can be effectively addressed in the

coming years.

Finally, I would like to thank the board of the NSRG for their

continued commitment and support and in particular I would

like to acknowledge the ongoing efforts of the NSRG staff for

their dedication and expertise.

Geoff Day, Chair, NSRG



2. BACKGROUND
Mr Martin Farrell, Director of Nursing,

Northern Area Health-Board

The National Suicide Review Group (NSRG) ":Vas established

by the Chief Executive Officers (CEOs)of the health boards in

1998. The establishment of the group was in fulfilment of a

recommendation made in the Repo;t of the Notional, Task

Force on Suicide (1998). This was in keeping with an earlier

recommendation made by the United Nations, which stated,

"national governments should establish or designatea~cb.
ordinating body to be responsible for the prevention of

suicidal behaviour" (United Nations, 1996). The NSRG was

subsequently identified in the 2001 National Health Strategy,

Quality and Fairness, as having responsibility in the

development and intensifying of suicide prevention

strategies and initiatives.

Dr Emer Feely, SpecialisUn Public Health Medicine, Eastern

Regional Health Authority (replacing Dr Emer Shelley)

Mr Brian Howard, Chief Executive Officer,

Mental Health Ireland . '

Mr Paul Howard, Assistant Principal, '

Department of Health and Children

Dr Paul Moran, Consultant Liaison Psychiatrist,

East Coast Area Health Board (replacing Ms Katrina Ronis)

2.1 Membership
'Mr Paul Morris, Coroner, Co. Tipperary

j :Mr Martin Roga'n, Assistant Chief,. Executive Officer, .

South W~stern Area Health Board

-'-

D~A~~ S~annorl, ~pecialist in Public Health ~edicine,

"Noith;Westem Health Board

•• 1 •
Mr Geoff Day, Chair, Assistant Chief Executive Officer, North'

Eastern Health Board

Mr Pat Brosnan, Regional Co-ordinator of Planning and

Development, Directorate of Mental Health, Mid Western

Health Board

Dr Dermot Walsh, Mental Health Research Division,

Health Research Board

Dr Katherine Brown, Consultant Psychiatrist, Midland

Health Board

Staff

Mr Derek Chambers, Research and Resource Officer

Mr Pat Byrne, Director of Nursing, Southern Health Board Ms Anne Callanan, Assistant Research and Resource Officer

Dr Teresa Carey, Inspector of Mental Health Services,

Mental Health Commission (replacing Dr Dermot Walsh) 2.2: Terms of Reference

Dr John Connolly, Irish Association ofSuicidology

Mr Paul Corcoran, National Suicide Research Foundation

Dr Rosaleen Corcoran, Director of Public Health and

Planning, North Eastern Health Board

The original terms of reference set out by the Task Force were

as follows:

• To review ongoing trends in suicide and parasuicide

• To co-ordinate research into suicide

• To make appropriate recommendations to the Chief

Executive Officers of the health boards

Dr Neville deSouza, Specialist in Public Health Medicine,

South Eastern Health Board

In addition to meeting these terms of reference the group has

also agreed to work towards the following priority objectives:
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• A comprehensive review of the implementation of the
recommendations of the National Task Force on Suicide

which is being finalised following extensive consultation and

will be published in 2004

• Contributing to the ongoing development, and
standardisation where appropriate, of services in terms of

crisis support being consistently available for everyone

attending health services following deliberate self-harm

• The standardisation of suicide prevention awareness
training and the development of skills based suicide

intervention training with a long term view towards putting a

national training programme in place

• An analysis (commencing in September 2004) of the impact

of recent revisions to recording practices for suicide in

Ireland and the formulation of recommendations in relation

to this (a confidential Garda return, Form 104, is used to

inform the recording of suicide by the Central Statistics

OfDce (CSO) and this form was revised in 1998) - .' '.
\ ..' . .. \ I

• In partnership with the Health Boards Executive"(HeBn~nd.·

the Department of Health and Children, the developrrient of

a National Strategy for ActioJ1?n Suicide Prevention.;; .~" ".
i :.r,

• • • . " •... 'j •

The full board of the NSRG met on five occasions in'io03

while various sub-groups were conven~d to addressissue~ in

relation to the allocation of NSRG funding" and the

development of work plans for 2004. In addition, the Chair

and resource staff met on several occasions to review work
'.-

progress and plan various initiatives. Theseimeetings were

usually planned to coincide with other events in the interests'

of effective time and resource management.

3 PRO:GRESS REPORT ...

3.1 Introduction
The overall number of suicides ~egistered in 2003 was
slightly down on the figure for. 2002. However, while the
present report provides an update on mortality data as
registered by the Central Statistics Office (CSO), the main
focus is not on statistics but on the broad range of efforts and
activities aimed at alleviating the distress associated with
suicidal ideation and behaviour. This includes efforts and

activities in the areas of training, awareness, mental health
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p.romotion a':ld imprC?~ing access to services to those with

suicidal thoughts. Su~h -efforts also aim towards the
provision ofa~equatebereavement support services for

vulnerable relatives and friends following the suicide death

of a loved one.'

The beginning" of '2003 saw the launch of two important

resources in the area of training and awareness; the Mental

.Health Initiative Resource Handbook for staff and students

at third level settings and the National Youth Federation

Guidelines for Youth Workers. The launch of these res~urces

reflects the targeted way in which suicide prevention

initiatives are focussing on key groups and key settings

throughout society.

The knowledge base in relation to services in the area of

crisis intervention was also developed in 2003. In July, the

NSRG convened a meeting .of health professionals working

with those whoh~ve engaged in deliberate self-harm and

presented to general hospitals. The range of services

aVailable and different approaches to service models became.

apparent when this group of service providers was convened.

I~portant recommendations and the identification of deficits

in current levels of service provision discussed by this

meeting are reported on below 8.5.2).

Elsewhere, a comprehensive report on the role and

experiences of psychiatric staff nurses was produced in

2003, again making important recommendations, this time in

relation to the management and care of mental health

service users and the planning of service delivery and

working conditions for nurses. This is also reported on below

8.9.1).

As with previous reports of the NSRG, the core of this report
is comprised of three parts, i.e. a progress update on the

work of the NSRG in 2003, a review of the activities of health
boards in the area of suicide prevention and finally, a section
reporting on current data, resources and contact details. At
the outset, all of the activities and work carried out in 2003
are put into context by overviewing the national and
international policy in relation to suicide prevention.

While it is now a statutory requirement that the activities of



the health boards in the area of suifid~ prevention are
reported on each year,_ it is a~so intended that the NSRG

annual report will provide a signpost towards information,

resources and services for anyone who accesses the report.

All five NSRG Annual Reports are ,also avai,lable o'n the

Internet through our web site: www.nsrg.ie

• Indicate the potential cost of its recommendations.'
In response to the call for submissions, the NSRG and the

National Suicide Research 'Foundation (NSRF) collaborated

to prepare a joint submission to the Group. The submission

addressed mental health policy in terms of four key

categories. Below is an outline of the structure of the

submission:

The following is extracted from the advertisement that

appeared in the national press calling for public consultation

on mental health services:

Expert Group on Mental Health Policy
The Department of Health and Children established an

Expert Group on Mental Health Policy in 2003 to prepare a

new national policy framework for the mental health

services, updating the 1984 policy document Planning for

the Future. The group undertook a public consultation

process on the mental health services in late 2003 inviting

written submissions on the matter. The Group is expected to

complete its work in 2005.

The publication of the Final Report ofthe National Task Force

on Suicide (1998) was a landmark in terms of setting out

national policy on suicide prevention. In the relatively short

period since then, the importance of addressing suicide

prevention issues has been highlighted in the National

Health Strategy of 2001 and with the passing of the Health

(Miscellaneous Provisions) Act 2001 requiring an annual

report of activities in the area of suicide prevention. As we '

move towards a period of significant structural changes in

the planning and delivery of health services, policy revisions ':

of relevance to suicide prevention are under review, not least

of all in the area of mental health policy.

3.2 Policy Context
3.2.1 National o

Mental Health Care settings
• Need for expanding mental health care services for

adolescents
• Standardisation of procedures for psychiatric assessment

and referral following parasuicide
• Protocols of response to suicide
• Pre-discharge assessment
• Follow-up by community mental health care services

General Hospital and Liaison Psychiatric services
• Adequate psychiatric assessment and referral as a

standard procedure following medical treatment
- • Access to mental health care professionals specialised in

dealing with suicidal behaviour -

Primary Care settings
• Raising awareness and improving assessment of suicidal

risk
• Specialised training programme for GPs
• Mental Health Services in the Primary Care setting
• Out-of-hours services

Community settings
• Mental health care services for young men
• Accessibility of services for young people
o Access to mental health care services through the

education sector
• Access to mental health care services through other work

settings/trade unions
• Training programmes for personnel in prisons
• Limiting access to'mea-ns of self harm

'The Expert Group on Mental Health Policy has been
established to:

• Prepare a comprehensive mental health policy framework
for the next ten years

• Recommend how the services might best be organised and

delivered

A NOTE ON ALCOHOL
Alcohol mis-use is linked to mentol health at the level ofall the
aforementioned settings. Given recent evidence ofasignificont increase in
alcohol consumption in Ireland, especially it would seem among young
people, it is an issue that must be addressed in the overall context of
mental health, public health and education policies.
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The full submission is available on request from the NSRG or

can be downloaded from www.nsrg.ie

3.2.2 International Context

World Health Organisation Eliropean Network on Suicide
Prevention and Research

This network is the World Health Organisation's (WHO) tool

for action in the area of suicide prevention in Europe. It

consists of national centres of excellence (national focal

points) that monitor data on suicidal behaviour and develop

methods of prevention, implementing them in national

policies and regional or local activities, evaluating and

disseminating them through research and publications, and

integrating them in, national mental health policy. The

National Suicide Research Foundation (NSRF) is recognised

as the national focal point for Ireland.

The tasks of the Network include" the following:

• To collect evidence-based knowledge on suicide prevention

• To collect and monitor information on the epidemJology of

suicidal behaviour and related phenomena in, European

Member States

• To link between national and international activities of

countries and organizations

• To facilitate development of guidelines on comprehensive

suicide prevention

• To produce position papers, scientific literature, books and

i'nformation on suicidality in individual countries and

Europe as a whole

• To offer peer review and peer support to the members of the

network.

In 2003, the Network began a revision of the survey report

which earlier examined prevention activities nationally

throughout Europe. The NSRG liaised with the NSRF in

examining the follow-up survey questionnaire circulated by

the Network.

A significant international development in suicide prevention'

in 2003 was the announcement of the first ever World Suicide

Prevention Day which was held on September 10th 2003 and

was endorsed by the WHO. A host of activities are planned

throughout member countries of the International

Association for Suicide Prevention (IASP) for the 2nd Annual
- - I" -

World SuiCide Preventio~ Day which will be held on

Septembenoth 2.o04.

American Foundation for Suicide Prevention
At the International Association for Suicide Prevention (IASP)

. World Congress on September 10-14 2003, the American

Foundation for Suicide Prevention (AFSP) held a preliminary

.meeting to discuss a project designed to systematically

examine and compare the national suicide prevention

strategies of various countries, and to measure their

effectiveness. The project, to begin with a workshop in Europe

in the autumn of 2004, will bring together key representatives

of countries that presently have national suicide prevention

initiatives, including Belgium, China, Denmark, Estonia,

Finland, Germany, Hong Kong, Hungary, Ireland, Israel, Japan,

Nellli Zealand, Norway, Slovenia, Switzerland, the United

Kingdom and the United States. Also attending will be asenior

representative of the World. Health Organisation.

The specific goals of the project are to examine evidence

J)ointing to the effectiveness of specific components in the

various national plans, to define performance indicators for

national progress in suicide prevention and to determine

what research needs to be done to evaluate such progress in

different countries and cultural settings.

3.3 Conferences

3.3.1 XXII World Congress of the International
Association for Suicide Prevention

The Chair and the Research and Resource Officer represented

the NSRG at the XXII World Congress of the International

Association for Suicide Prevention (IASP) in Stockholm,

Sweden from September 10-14 2003. A number of colleagues

from other Irish organisations also attended. The Research

and Resource Officer presented in one of the poster sessions

on the study of young men in the Mid Western Health Board

(MWHB) area Young Men's Outlook on Life (the study report

is outlined below under project reports.:.. 3.9.5).

Around 60 countries were represented at the conference.



Many important papers were presented over the course of
the conference and, in order to facilitate feedback, the Chair

of the NSRG proposed that he and colleagues who attended

would each prepare a brief summary of one or two important

papers.

In response, summary reports were prepared in relation to

six diverse presentations. The NSRG has the full abstract

book and the summary reports on the above papers available
Uon request.

3.3.2 National Suicide Bereavement Support
Network

The 2003 National Suicide Bereavement Support Network

(NSBSN) Annual Conference took place in the Seven Oaks

Hotel, Carlow on May 24th. The theme of the conferencewas

Supporting the Involuntary Survivor. The conference

addressed the trauma suffered by people who, though not

associated with the person who has taken their own life, find

that because they have been at a certain place at a certain

time become linked forever with that person's death.

Involuntary survivors can include train, bus or car drivers,

firemen, coastguards or someone just out walking the dog.

The conference also touched on issues such as the economic

impact of suicide and the relationship between alcohol

abuse and suicidal behaviour among young people. The Dr.

Michael Kelleher award was presented jointly to Ellen O'Neill

and Margaret Kirwan from the Carlow Suicide Bereavement

Group. (see Appendix 6.2.2 for contact details).

3.3.3 Irish Association Of Suicidology 8th
Annual Conference

The 8th Annual Conference of the Irish Association of

Suicidology (lAS) , under the title Suicide and Older People,
was held in Limerick on 20-21St September. The conference

highlighted the issues surrounding suicide and suicidal
behaviour among older people which have been eclipsed in
recent years by our concerns about youth suicide. Experts

from various professional backgrounds and voluntary
organisations covered all aspects of the special risk factors

for suicide in older people. Too often depression and other

treatable factors associated with suicide are dismissed as

part of normal ageing rather than being seen as possible
warning signs of impending suicidal behaviour. Minister for

State at the Department of Health a~d Children Mr. Tim

O'Malley, who opened the conference, was given a clear

indication of the problems of older people in this area.

3.3.'1 Irish Association Of Suicidology ]rd
National Conference

The 3rd National Conference of the lAS entitled Alcohol,

Substance Misuse and Suicidal Behaviour, was held in

Killarney on November 20-21St. The problem of binge and

high-risk drinking as risk-factors for suicidal behaviour were

highlighted. The need to change our acceptance of heavy

drinking and drunkenness was stressed. The effects of

alcohol on brain functioning (cognition, memory and

problem solving abilities), particularly in adolescents, was

clearly illustrated. A consensus statement from the meeting

on points for action will be presented to the Minister for

Health and Children and the Minister for Education and

Science in the near future.

Copies of the proceedings of lAS conferences are available

from the lAS head office at 16, New Antrim Street, Castlebar,

Co. Mayo. Tel: 094 9250858 e-mail: joscott@eircom.net.

www.ias.ie

3.4 Awareness Talks and
Presentations

The resource staff of the NSRG regularly contribute to a

range of forums in the area of suicide prevention and make

presentations in relation to aspects of suicide prevention and

research. In 2003 this included two presentations to the
inaugural cross-border meeting of suicide prevention

resource officers and awareness CQ-ordinators on various
aspects of NSRG funded projects. This meeting, which was

organised and funded by the NSRG, is reported on in detail in
the section below -on Facilitation and Consultation. Other
NSRG presentations were at events organised by health

boards and by the voluntary sector. These presentations

included An Overview of Suicide Prevention in Ireland at a

9
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consultation day for voluntary organisations in the NAHB,

two separate workshops under the auspices ofTeagasc in co

operation with theS?uth Eastern Health Board (SEHB) aimed

at senior staff from Agricultural Colleges and a two-day

workshop run by Schizophrenia Ireland as part of the Life
Hope Project, to which the NAHB Resource Officer also

contributed. Finally, both resource staff facilitated and

presented at events organised by the NSRG including the

meeting of health professionals working in the area of

treatment following deliberate self-harm (see below) and

also at the first meeting of the steering group for the

HeBE/NSRG Strategy for Action on Suicide Prevention.

Copies of most NSRG presentations are available bye-mail

on request.

3.5 Facilitation and Consultation

The NSRG increased efforts in 2003 to facilitate networking

and consultation between and among planners and

practitioners in areas relevant to suicide prevention.

Meetings were also held with concerned community groups,

such as a travellers support group in Galway, in response to

suicide deaths in local communities.

From a strategic point of view, two events in particular

provide positive examples of this facilitation. and

consultation work. These events were the inaugural meeting

of Suicide Prevention Resource·Officers from the Republic of

Ireland and Suicide Awareness Co-ordinators from Northern

Ireland, and, the meeting convened by the NSRG of staff from

health boards who work in the area of treatment following

deliberate self-harm.

3.5.1 First Cross-Border Meeting of Awareness
Co-ordinators and Resource Officers for Suicide
Prevention

The posts of Suicide Awareness Co-ordinator in Northern
Ireland and Resource Officer for Suicide Prevention in the
Republic of Ireland are relatively new. In order to facilitate
the sharing of information and resources, links were

established between these post holders shortly after the
publication of the Final Report of the Notional Task Force in

10

the Republic of Ireland as appointments were being made,

north and south. In order to formalise these links in the most

efficient and effective way possible it was proposed, and

subsequently agreed by the NSRG and by respective line

managers in the north, that an annual cross-border meeting

would be convened with two specific aims:

• To share information on successful projects and service
developments

Cr To agree areas of work that might benefit from a conjoint

J approach (the Concerned about Suicide leaflet, 2001,

providing a positive example of such work).

The first cross-border meeting was held in Maynooth, Co

Kildare o~ March 27-28th 2003. The main outcome of the

meeting was the establishment of a north-south sub-group·

to develop a standardised basic suicide prevention

awareness pack that could be used with a range of interested

organisations. It was agreed that skills-based training would

be examined as a separate issue in the future. Since the first

north-south meeting took place, considerable work has gone

into the development of a standardised basic awareness

programme which is near completion. The pack covers a

broad range of issues and it is comprised of around 100

slides. It is intended that the pack will be tailored to meet the

needs of specific groups.

This first north-south meeting has provided an effective

forum for advancing the work of awareness co-ordinators and

resource officers and plans for the second meeting in

Northern Ireland in 2004 were initiated.

3.5.2 Responding to Deliberate Self-Harm:
meeting of service providers convened by the
NSRG

In July 2003, the NSRG hosted a meeting of health
professionals working in the area of treatment response
following parasuicide. The purpose was to get an overview of
the various models of service provision, to facilitate
information sharing, to identify deficits in service provision

and to develop contacts in other regions for health
professionals who may be somewhat isolated at times given

the specialist nature of their work.



While a majority of those in attendance were liaison

psychiatry nurse specialists, also represented were

consultant psychiatrists, nurse managers. and medical social

workers. Much of the meeting focussed on the deficits in

service provision, especially in relation tothe vulnerability of

young people to suicidal behaviour and the need to improve

the range and standard of support services for children and

adolescents.

Some of the key consensus points articulated during[Je

meeting were as follows:

• Child and Adolescent Psychiatric Services: there is a

difficulty in relation to the timely availability of Child and

Adolescent Psychiatric Services to assess young people

following parasuicide

• 16-18 year old age group: there are on-going concerns
regarding the appropriate psychiatric and psychological

services for this age group

• Staff rotations: the frequent rotation of certain hospital
staff (e.g. Senior House Officers) means that brief suicide

awareness training should be provided on a regular basis

or as part of in-service training

• General Practice: there is a poor level of communication
to general practitioners (GPs) following the hospital

treated parasuicide of their clients. It is acknowledged

that the service response to clients will benefit from

improved communication between hospital staff and GPs.

The participants at the meeting welcomed the opportunity to

highlight service provision issues and to engage with other

health professionals in the area. The NSRG circulated full

contact details of participants to all those who attended but

at present does not have the resources to organise the formal

networking of the group. Nevertheless, important contacts

were made and the mapping of service provision and service

models in this area was furthered by the meeting.

3.6 Information Provision

The resource staff of the NSRG regularly respond to requests

for information on support services, prevention issues and

suicide research from concerned members of the public,

students, health professionals, schools and workplaces,

interest groups and the media. This information is supplied

on a number of levels, through meetings, bye-mail, by post

and by telephone. While all information requests are not

routinely recorded, an estimated average of 200 such

requests are dealt with each year. Finally, a wide range of

information and links to support sites and services are

published on the NSRG web site www.nsrg.ie which receives

an average of 84 requests for web pages each day,

amounting to approximately 2500 requests per month (this

does not refer to the number of visitors to the site, which will

be a smaller number as each visitor may request a number of

pages on any given visit tothe site). The 2002 NSRG Annual

Report is most commonly visited on the site with an average

of 15 visitors accessing it each week. In general, site visitors

appear to be accessing research information and reports,

rather than the information on support services which the

site also includes.

3:7 Staff Training

Both resource officers of the NSRG attended the ASIST two

day workshop, independently, in October and December

2003. Attending the training was largely a fact-finding

exercise given the proposals to introduce the training on a

wider scale in Ireland by training additional trainers in

delivery of the two-day workshop. The experience on both

training courses was extremely positive with the resource

staff reporting increased confidence and ability in

recognising and responding to an acute suicidal crisis (while

this is not a part of the remit of the resource staff such skills

will contribute to the understanding of complex clinical

issues and better equip the staff in relating to sensitive

issues around suicidal ideation). A number of health board
resource officers also took part in the two-day ASIST

workshop during 2003.

Additional training included the participation of the Assistant

Research and Resource Officer at a seven-week evening
course between March and April on Facilitating Groups and
Individuals.
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3.8 NSRG Funding Table 1 NSRG Funding 2003

Expenses Amount in€

NSRG Pay and non-pay (Office budget) 95,230

In 2003, the NSRG agreed to fund 20 projects and allocated

ilia total of €217,750 having received 67 applications. The total

level of funding requested between the 67 applications was

€2,226,170 - just under 10 times the amount of funding

available to the group. The nature of projects seeking

funding were varied and wide ranging including service

developments,· research studies and public awareness

projects. In order to decide on the allocation of funding for

particular projects a sub-group of the NSRG met on April 3rd

to review each application using the following criteria:

Development funding for the NSRG has been allocated by the

Department of Health and Children since 1999. To date,

funding has been divided between day to day running costs

and allocations to outside agencies for prevention and

research projects. In addition, the NSRG administers the

funding allocated to the National Suicide Research

Foundation (NSRF) for core research as well as for the

running of the National Parasuicide Registry (NPR). An

outline of 2003 funds is presented in Table 1.

Grants to Outside Agencies

NSRF (including the NPR budget - 74% of total)

Total
537,921

12,000training resources.

Table 2 Projects Selected for NSRG Funding 2003

APPLICANT PROJECT DETAILS (KEYWORDS ETC.) AMOUNT
APPROVED€

1. SEHB Adult Counselling Service Counselling contracts following DSH,
service to focus on 16-18 yr olds 22,700

2. NUIG Psychology Department Parenting programme based on
Australian model 20,000

3. Dublin Simon Community Staff training in suicide awareness 4,500
4.. Schizophrenia Ireland Training for staff, service users and

frontline responders - Life Hope Project 8,000
5. Bodywhys Development of bodywhysConnect-

online support group for people
suffering from an eating disorder 3,500

6. Refugee and Asylum Seekers Service Workshops on suicide awareness
and the production of information
materials in a number of languages 10,000

7. Mental Health Ireland Primary Minds - mental health
promotion for primary school· 10,000

8. Milltown Institute Male suicide - a failure in spirituality
(research thesis) 3,000

9. Moy Valley Mental Health Alliance Range of local initiatives to develop
community and health board response 2,000

10. Mater Hospital, Child and Family Psychiatry Department Learning from adolescents recovered
from depression 10,000

11. MHB and SWAHB Training in relation to lAS Schools
Guidelines and National Federation..

12
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12. The Winter Consultancy Portrayal of suicide in the
Irish print media: messages,
meanings and myths 13,850

13. East Galway Pilot Bereavement Programme Evaluation of 8-week healing
programme for the suicide bereaved 2,000

14. Gardai, Foroige and SHB Provision of counselling for youth 9,000*
identified to be at risk (pending some

clarification)
15. SEHB Drug co-ordination service Outreach service to link between

homelessness services and
health board services 15,000

16. St Vincents University Hospital A study of suicide among
An Garda Siochana 20,000

17. WHB Campaign to raise awareness of
depression in the elderly 3,500

18. Irish Association of Suicidology Updating and maintaining database
of statistics for Ireland and the UK,
suicide and undetermined death 2,000

19. Newcastle Hospital, Department of Psychiatry Exploration of relationship between
alcohol consumption and
suicide in Ireland 7,800

20. National Suicide Research Foundation Expansion of cross-sectional study
of Irish adolescents in relation to
coping skills, self-harm, provision
of support pack 38,900

TOTAL ALLOCATION € 217.750

NOTE: The full amount of funding (€240,461) was not allocated because of previous.•roll-over' commitments made to fund on-going projects
initiated in 2002.
Abbreviations used in the table obove are explained in the list ofabbreviations at the start of the report.

• Sufficient background information

• Feasibility, backed up by a clear plan setting out resource

requirements, deadlines, and means for evaluation

• Relevance to the Report of the National Task Force on

Suicide (1998)

• Potential national applicability/ replicability

• The existence of, or potential for, other sources of funding.

Table 2 above gives an overview of the projects that were

selected for funding, along with the amount of funding
approved.
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3.9 Project Reports

All NSRG funded projects are subject to a detailed service

level/project agreement and where it is appropriate a final

project report is required from successful project applicants.

A number of these reports became available in 2003 and five

of these are reported on below.

3.9.1 Staff Nurses' Perceptions of Suicidal
Behaviour

This stLidy took place in a psychiatric hospital in the north

Dublin area and involved a qualitative study with eight

psychiatric staff nurses. These nurses were asked about their

perception of caring for suicidal patient.s, their thoughts on

special observation and finally, education and training

needs.

The NSRG awarded the researcher a modest grant of €S60

towards administrative costs and materials.

Some of the main observations in the report were:

• In terms of attitudes, suicide was seen as an act of

despair related to cognitive impairment

• The older nurses described suicide as a'selfish act

• Special observation was considered to be the only way to

care for an acutely suicidal patient

• The maximum length of time of special observation for a

nurse was suggested as two hours as concentration

levels can be lowered after that period

• Regarding training, the nurses expressed concern in

relation to the possible deficits in practical experience

associated with the new degree programme for nursing

• The nurses felt somewhat de-sensitised to suicide and

felt that they would benefit from being trained in

counselling skills to help them talk to suicidal patients.

Selected study recommendations:

• The length of time that ~nurses spend on special

observation duty should be reviewed

• Policy and protocol to follow in the aftermath of in-patient

suicide should be developed and standardised

• Psychiatric nurses would benefit from risk assessment

training
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• Incoming students' experience of caring for suicidal

patients should be monitored and recorded

• Approaches to the care of suicidal patients across

different settings should be monitored and compared.

Key Contact: Catherine Delaney, St Brendan's Hospital,

Rathdown Road, Dublin 7. Email: catdell@eircom.net

ir.9.2 Youth 'Take Two' Project

This project represented an attempt to reduce risk among a

core group of young people involved with Youth Reach in the

South East. Youth Reach is part of a national programme of

second chance education and training which is available to

young people aged between lS and 20 years. Youth 'Toke

Two' was a 12-month project which aimed to engage

disadvantaged young people in a film-making project which

would empower them to take control over their lives and

develop a sense of personal responsibility. Three males and

seven females, aged lS to 18, who were all early school

leavers, began the project. Of these, five females completed

the project.

Along with the production of two films, a number of other

positive outcomes were achieved. Reports from the staff and

the participants indicated that the participants gained self

esteem and self-worth from engaging in the project. Coping

strategies became less anger-focused and participants were

found to be more likely to engage in discussion to solve

problems. The project also influenced the behaviour of the

participants who engaged in less self-destructive and

negative behaviour at the end of the project. Further benefits

of the course included improved relationships with each

other and with their families, an increased ability to trust

others, and an increased awareness of the issues pertaining

to suicide and parasuicide.

In learning from this project it is important to acknowledge

some of the limitations highlighted in the project review.

Firstly, objective measures of the key variables were not

used. Instead, the outcomes were assessed mainly through

interviews with the staff and participants. However, given the

small numbers involved it is likely that the resulting

comments are accurate reflections of the impact of the



project. Secondly, although the results indicate an

improvement on the key variables, they do not indicate the

extent of the improvement. Therefore, baseline data are not

provided against which to measure similar projects.

However, the reports from the staff and the participants alike

are clear in suggesting that this project resulted in

significant positive growth for the participants. Although it is

not possible to generalise these resultsto other populations,

other youth organisations can learn from the experiences-of

this project and take note of the potential for chkn-~e
associated with a practical project such as this.

Key contact: Joe Gough, Waterford Youth Committee, Adult

Education Centre, Ozanam Street, Waterford. Tel: 051 874911,

email: wyc@eircom.ie

3.9.3 National Youth Federation Guidelines

The National Youth Federation (NYF) first published a

resource document on suicide prevention for its staff and

volunteers in 1995. The need to revise and develop this

document was subsequently identified and the NYF

collaborated with the NSRG and SEHB in updating the

resource. In addition to updating the existing resource, the

project management team also developed training for

volunteers and staff to equip them with the knowledge

required to deal with the issue of suicide.

The project consisted of three components. First, two

documents were produced to replace the earlier. resource.

The Suicide Prevention Resource Handbook was prepared for

youth organisations and the Suicide Prevention Information

Booklet is aimed at youth workers and volunteers.

The second component consisted of two levels of training

which were piloted in the SEHB region. The first level of

training was a three-day intensive programme which was
delivered to frontline youth work practitioners. This was
followed by a series of information workshops which were

delivered to over 80 youth workers and volunteers. The
training was led by the Training and Development Officers
from the SEHB Regional Suicide Resource Office.

The third component involved an evaluation of the project. It

was found that the project achieved its aim to produce
valuable resources for youth workers and delivered effective

education and awareness training. It was reported that the

successful mainstreaming of the training and resources

nationally will be dependent on an integrated effort between

key organisations including schools, health boards and

youth services.

This project represents im important development in the area

of youth suicide prevention and provides evidence of the

effectiveness of collaboration between organisations in

approaching the issue of suicide prevention in a specific

environment.

Key contact: Fran Bissett, National Youth Federation, 20

lower Dominic Street, Dublin 1. Tel: 01-8729933, e-mail:
info@nyf.ie

3.9.4 Feasibility of a Teen Help Web Site

This study focussed on assessing the possibility of

deve!oping an interactive Internet website that would cater

for the needs of young people in relation to health

information and support. The study report was based on a

survey of senior cycle students in the North Western Health

Board (NWH B) area.

Some of the findings were:

• There is a reluctance among young people to seek help

through traditional routes (e.g. family doctor) and a lack

of knowledge about existing services

II There is an accessibility issue that should be addressed 

at present only 35% of teenagers have a 'good level' of

Internet access (this may vary regionally)

• It was reported that the content should be developed by
teenagers themselves

• There would need to be a long-term commitment to
promotion, development and maintenance of the site

• A proposal to have 'on-line counselling' available was met
with caution - instead a referral and support e-service
such as that operating in the North Eastern Health Board
(NEHB) was considered a better option

• An SMS/text messaging support service also emerged as
a feasible and appropriate aspect of a website
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• While overall the website was considered to be a good

service development proposal, the costs would be

significant (around €145,000 in year one and €90,000 in

year two).

Implications:

The government has established an Information Society

Policy Unit and has increased the levels of resources

dedicated to developing communications and information

technology. Furthermore, there has been recent media

interest in calls made to develop a helpline especially for

young people. In relation to information and support for

young people, the NWHB study identified some important

issues that should be addressed if health service providers

plan the development of Internet based support sites.

Two of the main issues are equality of access and the on

going costs of running the service. The resources required for

the maintenance and, updating of websites can often be

underestimated. If health service providers are considering

the development of a help website for young people it might

be appropriate to first check the numberand pattern of visits

to existing websites aimed at young people. It may be more

appropriate to support existing sites and develop the help

and support aspects of them than to launch a new site.

Key contact: Ruairi McKiernan, Community Creations,

Trummon, Laghey, Co. Donegal

Tel: 071-9829924 or 087-2254293,
e-mail: info@community.ie, web site: www.community.ie

3.9.5 Young Men's Study

The report Young Men's Outlook on Life was printed and

distributed in 2003 following the completion of a

collaborative project between the MWHB, NSRG and

NSRF which was based on widespread consultation with

young men.

The study combined quantitative and qualitative

methodologies - using a community-based survey of 18-34

year olds in combination with findings from four discussion /

focus groups with young men in the area.

16

The survey results were mixed. For example, virtually all of

the 353 men who completed the survey felt that at least

sometimes a person with suicidal thoughts can be helped

and that suicide can be prevented. However, almost half had

experienced one form of suicidal ideation, with 4% actually

having planned their suicide death. Three quarters knew

somebody who had died by suicide, while sixteen (4.5%),

had previously attempted self harm.

Lin terms of help-seeking, the majority of men reportedly turn

to their mother for support (60%) with under a third

reporting that they would seek help from their fathers. Of

those living with partners, less than half would actually seek

help from their partner for mental health problems. Most

commonly, what would put the men off getting professional

help for psychological problems was their concerns about

confidentiality and the stigma associated with such

problems.

The men in this study reported that for them life had changed

dramatically and that there was great pressure upon them to

be successful. Almost 60% of the men agreed that "the lot of

the average man is getting worse" and that nowadays we

must "live for today and let tomorrow take care of itself".

The study report concluded that a significant minority of

young men are particularly vulnerable and feel ill equipped

to cope with life. These vulnerable young men do not

generally seek support even if they engage in self-harming

behaviours. Peer exposure to suicide among the young men

and the need for peer support and education should be

highlighted in any mental health promotion strategy

targeting young men.

At its core, this report highlights the need to broaden the

focus of the education, family and primary healthcare

services to routinely address mental health promotion and

emotional health issues in a way that is acceptable for young

men.

Key contact: Derek Chambers, NSRG 1 Perrott Avenue,

College Road, Cork.

Tel: 087-6470734, e-mail: derek.chambers@whb.ie



4 SUICIDE PREVENTION IN THE
HEALTH BOARDS

The following section reports on the activities of health

boards in the area of suicide prevention. Given the multi

dimensional nature of suicidal behaviour many health board

programmes, services and projects will contribute to aspects

of suicide prevention but this section focuses only on-t~e

activities that health board suicide prevention ser~it~s
directly lead on. It is these activities in particular that the

NSRG aims to co-ordinate.

This section also presents an overview of the placing of

suicide prevention services in each health board, i.e. whether

the service is based in health promotion, mental health

services or is stand-alone etc. In order to avoid repetition,

Table 3 Health Board Structures in Suicide Prevention

the report categorises the activities of the health boards

under key headings which reflect the broad strands outlined
by the National Task Force on Suicide, rather than on a board

by board basis.

Borrowing from the approach of the WHB in developing a

regional suicide prevention strategy, there is a distinction

made between health board action, the activities specifically

driven by health boards, and health board influence,
whereby health boards have worked in co-operation with

agencies and organisations from other sectors such as

education.

This section is informed by reports received from the regional

resource officers and the respective regional committees for

suicide prevention, based on a template circulated by the

NSRG.

Health Board Placing of Suicide Prevention Service e.g. Chair of Regional Steering Group
Health Promotion, Mental Health,
Stand Alone etc.

East Coast Area (ERHA)* Health Promotion Mr. Jim Ryan, Director of Mental
Health and Addiction

Northern Area (ERHA) Health Promotion Mr. Tony leahy, Director of Mental
Health and Addiction

South Western Area (ERHA) Health Promotion Mr. Martin Rogan, Assistant CEO
Midlands Mental Health Services Mr. liam O'Callaghan, General

Manager, Community and Continuing
Care

Mid Western Mental Health Services Mr. Simon Wale, Senior Clinical
Psychologist

North Eastern Health Promotion Dr. Nazih Eldin, Health Promotion
Manager

North Western Health Promotion Dr. Ann Shannon, Specialist in Public
Health Medicine

South Eastern Regional Suicide Resource Office Mr. Tom Byrne Regional Manager,
Mental Health Services

Southern Mental Health Services Mr. Pat Madden Programme Manager,
Mental Health

Western Mental Health Services Dr. John Connolly, Clinical Director,
Mayo Mental Health Services

*Note: the ERHA (Eastern Regional Health Authority) area incorporates the East Coast Areo Heolth Board (ECAHB). Northern Area Health Board (NAHB) and

South Western Area Health Board (SWAHB).
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4.1 Structures

As mentioned above, health board structures for suicide

prevention centre on the co-ordinating efforts of designated

resource officers who liaise with regional steering

committees for suicide prevention. The work of these

steering committees is crucial in bringing together relevant

disciplines in order to affect change across a range of

disciplines and settings. Coroners, Gardai, the education

sector, psychiatry, bereavement support services, public

health, health promotion and health board administration

are typically represented on these regional committees, with

some regional variation. The importance of this wide ranging

representation becomes apparent when one considers that

the designated resource officers can be situated in a number

of different departments, depending on each board. For

example, a number of resource officers are operating from

health promotion departments while others operate under

the mental health services department (see Table 3). The

location of the resource officers reflects the multi

dimensional nature of the challenge faced and the need for

integrated responses through mobilising a range of

departments and sectors.

4.2 Health Board Activities

The headings in this section reflect the broad strands of

the National Task Force on Suicide Final Report which has

shaped the direction of suicide prevention activities since

its publication in 1998. Reflected in this section are

activities undertaken directly by health boards rather

than suicide prevention activities which the health boards

have influenced, which are the subject of the subsequent

section (4.3).

4.2.1 Primary Care

Activities in relation to Primary Care in 2003 focussed on the
continued rolling out of training to GPs, public health nurses
and practice nurses. The SEHB in particular, delivered
systematically planned training initiatives through the

Continuing Nurse Education Programme. Through the
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vocational training schemes, trainee GPs are also benefiting

from awareness training in most areas including the SEHB,
MHB, NEHB and SHB.

On the issue of training for practising GPs, in order to build

on the early efforts of the GP training project initiated in the

SWAHB under the direction of the ICGP, the resource staff of

the NSRG met with the Chief Executive and other

Crepresentatives of the ICGP in June 2003 with a view to

~xaminingways of further establishing suicide prevention on

the CME curriculum. While the NSRG awaits the college's

proposals in this regard, in the meantime provision remains

for training workshops to be delivered to'practising GPs on

request, through the ICGP.

Other pilot developments in the primary care setting that

warrant review with a view to implementation on a larger

scale include the appointment of mental health liaison

nurses to primary care services (SHB) and the training of GP

out-of-hours service staff (triage nurses) in suicide

prevention issues (SEHB).

4.2.2 Training

Much progress was made in 2003 in the broad area of

training around suicide prevention issues. A major stepping

stone was the training of two SEH Bstaff (post holders whose

brief is specific to training and development issues in the

area of suicide prevention) in the delivery of ASIST (Applied

Suicide Intervention Skills Training). This required

participation in a five-day Training for Trainers course in

Northern Ireland and equipped the training officers to

subsequently deliver a two-day ASIST workshop.

ASIST training is aimed at equipping participants with
intervention skills which can be applied when confronted

with somebody experiencing an acute suicidal crisis. It was
developed in Canada by a company called Living Works
Incorporated and has recently been widely introduced in
many countries worldwide, including Northern Ireland,
Scotland, the United States, Australia and Norway.

The course provides a grounding in basic awareness of
epidemiology and suicide prevention issues before



equipping participants to approximate the seriousness of an

acute suicidal crisis and manage the immediate situation

before appropriate supports can be accessed. It is aimed at

anyone who will potentially be faced with an acute suicidal

crisis situation, which could of course be virtually anyone in

society but is especially relevant for healthcarestaff,

teachers, Gardai and community / voluntary workers. The

Training and Development Officers of the SEHB subsequently

delivered five workshops during 2003 to a range-of
participants, including the resource staff of the NSRG a1n-d

l
a

number of health board resource officers from around the

country. The NSRG acknowledges the efforts of the SEHB in

supporting this initiative and for facilitating representatives

from other health boards in participating in the two-day

ASIST workshop. Based on the experiences in the SEHB area

and on the feedback of the resource staff and other resource

officers, the NSRG is supporting the further development and

expansion of ASIST in Ireland.

The STORM (Skills Training on Risk Management)

programme, another skills-based programme, has been

piloted in the MWHB area and was formally evaluated in

2003. STORM is an educational intervention for front-line

mental health professionals in both the assessment and

management of suicide and self-harm.

Results from the evaluation indicate that the uptake of the

training in the MWHB was high and the findings of the

evaluation overall were positive. A total of 275 mental health

professionals attended for training (90% of those eligible).

This included psychiatric nurses, psychiatrists,

psychologists, social workers, occupational therapists,

counsellors and addiction counsellors. Significant

improvement in attitudes and an increase in confidence in

assessing and managing suicidal ideation were reported.

Overall, it was concluded that the training programme is

practical and manageable for staff (as suggested by the
extremely high take-up) and that it is effective in improving
attitudes and skills.

While important progress has been made in relation to both

ASIST and STORM, basic suicide awareness training has been
on-going. Apart from a comprehensive programme of training

being delivered in the SEHB, other boards have targeted a

-------- - -- -

variety of groups and settings such as the Simon Community

staff and Drogheda Homeless Aid (NEHB) and students in
Limerick Institute ofTechnology (MWHB) and Sligo Institute of

Technology (NWHB). The particular focus and the level of

intensity of these awareness programmes varies considerably

between health boards depending on local needs and

demands at particular times. For example, a presentation

covering the topic of mental health and immunology has been

developed for delivery to nurses in the ECAHB while in the

MHB the level of awareness training delivered in 2003

remained high amounting to 22 sessions. In the NWHB

training was focussed on mental health service staff.

While the delivery of such training has provided an important

platform for raising awareness of suicide prevention issues,

the planning of such training has not always taken on board

the practical experiences of those working within the health·

services. In the NAHB a project was undertaken in the

Emergency Department at James Connolly Memorial Hospital

aimed at examining the relevant issues for staff in relation to

suicide and parasuicide. The project was conducted in four

phases, culminating in the publication of a p~oject report in

April 2003. As part of the project, a survey of staff was

conducted, information was made available and training

workshops were conducted. Many difficulties in effectively

addressing the issues of suicide and parasuicide in hospital

settings were highlighted by the project, e.g. staff rotations

meaning that training and awareness building must be

regularly delivered. The report is available through the NAHB

on request.

Finally, it is a long-term aim of the NSRG that a national

programme of awareness and skills-based training is

developed for health professionals, the education sector and

community representatives.

".2.3 Public Awareness (including information
dissemination)

Examining the experiences of other countries in generating
suicide prevention initiatives, the importance of high

visibility, mental health promotion and public awareness
campaigns is becoming apparent. To this end there are a

number of approaches that can be taken to increase public
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awareness of suicide prevention and mental health

promotion issues.

One such approach has been adopted in the WHB by utilising

local media to positive effect by publishing a quarterly

newsletter known as Health Links: promoting health in the

west which is circulated with local newspapers in the region.

The WHB resource officer prepared an article which was

published in 2003 and was used as,an opportunity to inform

the general public about warning signs for suicidal

behaviour, how to respond and where to seek help when

concerned about suicide.

The WHB, along with other health boards including the SEHB,

MWHB, MHB and NWHB, is also utilising the medium of the

Internet to highlight information on suicide prevention and

mental health promotion issues. The area of Internet support

and advice provides an opportunity to build awareness among

, people who may not access support or information in other

ways, especially among young people as the feasibility study

conducted in the NWHB indicates (see 3.9.4 above).

Other means of developing public awareness around suicide

prevention and mental health issues in 2003 have included

the further dissemination of the Concerned about Suicide

leaflet and other information resources, the development

and dissemination of information packs in the SEHB,. the

dissemination of a helpline card in the SWAHB and a mini

directory of social support services in the NEHB and the

inclusion of a mental health promotion stand at Health

Promotion Service Health Fairs in the NAHB. On-going public

awareness continues to be generated' through the

dissemination of local directories of support services.

In 2003 the WHB, with funding support from the NSRG,

conducted an evaluation of their regional directory of

support services with some interesting and mixed results

reported. The evaluation was based on a survey of those who

had received the guide when it was first circulated by the

board. It was reported that just over half of those (52%) who

received the guide used it. In the evaluation report it is

recommended, that the guide is reviewed every year to

determine whether a re-print is warranted'. The distribution

process is also reviewed in the report and it is recommended
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that perhaps potential recipients are notified about where

they can obtain a copy of the guide so that only those

genuinely interested in using the guide will go to the effort of

ordering a copy. Interestingly, and despite the increase of

Internet usage, 74% of respondents preferred 'hard copy'

format. The evaluation report is available from the WHB

Resource Officer for Suicide Prevention (see Appendix 6.2.3).

cln terms of public talks, considerable impact has been made

in the NAHB with the continued delivery of the Facing Up To

Suicide community education course which has received

support and advice from the regional resource officer, while

in the WHB a similar course was run towards the end of 2003

in Castlebar. Also in the WHB, Roscommon Partnership and

Mental Health Ireland organised a public meeting on suicide

prevention which was attended by almost 400 people. The

resource officer of the NWHB also addressed community

information sessions in relation to suicide awareness issues.

In many settings, public talks are given that are more

generally about mental health promotion rather than suicide

prevention awareness. For example, in the SEHB students

from Kildalton Horticultural College received a mental health

awareness course while elsewhere the SWAH B have

developed a course entitled Introduction to Mental Health

Promotion. In the ECAHB public talks were given in 2003

addressing the links between stress, physical health and

mental health. Further public talks dealing with more specific

topics are referred to in the relevant sections below.

Health boards have also been strategic in developing mental

health promotion, incorporating public awareness, as a

priority area for development. For example, in the NWHB a

five-year strategy is being developed by a regional working

group comprising membership from various health board

services, community and voluntary services and local

community representatives.

Finally, an on-going approach to generating public

awareness around accessing support is the cinema

advertisement campaign Don't Get Down, Get Help which

has noW been run in the MHB, SWAHB and ECAHB. Further

information on the campaign is available from the respective

resource officers for suicide prevention.



4.2.4 Psychiatric In-Patient Services

Figures from the Report ofThe Inspector ofMental Hospitals
for 2002 indicate that 13 psychiatric in-patient suicides

occurred. The period shortly after discharge from psychiatric

hospitals is thought to be associated with an increased risk

of engaging in suicidal behaviour. However, at present there

is no consistent recording of information nationally in

relation to suicide deaths following discharge bm

psychiatric hospitals.

When suicide deaths occur in mental health service settings

it is important that the circumstances are closely examined

and any emergent recommendations are acted upon. It is

also important that other service users, bereaved relatives

and staff are offered an appropriate level of support and that

all such deaths are responded to openly and with due

sensitivity.

In an effort to co-ordinate the response to suicide and

suspected suicide deaths in mental health service settings

and suicide deaths among service users in the community,

the MWHB published Good Practice Guidelines in

Responding to Suspected Suicide Deaths. These guidelines

call for the collaborative working together of nursing

services and other key health professionals under the

general direction of the consultant psychiatrist. Senior nurse

managers are responsible for ensuring training in the

guidelines for their staff. A total of 65 senior staff have been

trained in the use of the guidelines, including staff from

acute units, day hospitals, and high support hostels.

There is a generally recognised need among service

providers for an improved and consistent national protocol of

response to suicide deaths when such deaths occur among

users of the mental health services. This includes improved

risk assessment, clear protocols of response when these
deaths occur and clearly defined mechanisms for routinely
auditing deaths of mental health service users. A number of

research projects and studies of varying depth and scale will
contribute to longer term improvements in the management

of suicidal behaviour among mental health service users.
These include the INSURE project (Ireland North-South

Urban-Rural Epidemiological Study) which is examining the

association between major psychiatric disorders and suicidal

behaviour in mental health service settings. The project is
being run at a number of sites throughout Ireland, with

support from the relevant local health boards (currently the
ERHA, MHB, NWHB and WHB with two sites in Northern

Ireland as well). The recommendations of the report on Staff

Nurses' Perceptions of Suicidal Behaviour (3.9.1) outlined

above should also be considered by service providers.

Finally, it is important to note th'at there are a far greater

number of activities being undertaken by health boards in

improving the delivery of mental health services. However,

the focus of the present report is on activities which are

being driven primarily by suicide prevention services rather

than mental health services.

4.2.5 Young People

Data from the National Parasuicide Registry and mortality

data from the Central Statistics Office indicate high levels of

suicidal behaviour among young people. Indeed, Ireland has

the fifth highest rate of youth suicide of the European Union

member countries (aged 15-24 years). Furthermore, mental

health promotion initiatives targeted at young people will

benefit the general population as part of a longer term

strategy of health promotion and suicide prevention. Much of

the activity in this area has been conducted on the basis of

collaboration between health boards and young people's

organisations, as set out below.

Important activities targeting young people include work

already referred to in the report such as the Youth 'Take Two'

video production project in the SEHB and the work

undertaken in partnership with the National Youth

Federation to develop guidelines and training for youth

workers. In addition to these initiatives, in the NAHB a one
day course aimed at raising awareness of suicide prevention

among young people was run on four occasions in 2003 while
the NEHB organised a fifth annual cross-border conference

with the Southern Health and Social Services Board,
Northern· Ireland on Young People and Positive Mental
Health. This cross-border conference targets professionals

and community workers who come into contact with young

people in the course of their work.
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Another example of a positive activity targeting young

people is the National Youth Council of Ireland Good Habits

of Mind project in collaboration with the NAHB and NSRG.
This project aims to promote positive mental health for

young people in out-of-school settings and work to date on

the project has included the completion of a literature

review, the preparation of an overview of best practice in

promoting positive mental health among young people and

the conducting of a series of interviews with professionals

working in the provision of services for young people.

Activities in other board areas (e.g. SEHB and MHB) include

the provision of training to youth workers.

A novel health board service developed with young people in

mind is the help web site www.youthhealthne.ie rl:'n by the

NEHB which operates an e-mail support system. It wiU be

useful in the future to evaluate the impact of this web site

and the uptake of the support services offered through it,

especially in light of the feasibility study conducted in the

NWHB in relation to a teen help web site. This information,

taken together with international experiences, will inform

the further development of such services into the future.

While the issues in relation to young people and deliberate

self-harm have recently come to be well-documented, as

have certain deficits in relation to services, there is also a

disproportionate number of young people dying by suicide. A

positive example of the type of initiative being implemented

specifically for young people affected by suicide is in the

area of peer support where the SH B has developed a Peer

Support Education programme in a local community that has

experienced a number of suicide deaths in recent years

among young men.

Many of the suicide prevention activities relevant to young

people wiU be covered under the sections on schools and

colleges. Nevertheless, it remains important to highlight the
need to have an independent focus on suicide prevention
among young people.
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4.2.6 Parasuicide: monitoring and intervention

Along with training activities, it is in the area of monitoring

parasuicide and providing appropriate interventions for

individuals who have harmed themselves that some of the

most significant developments in suicide prevention

activities have taken place. Ireland is leading the way

internationally by developing the first ever national system

~or monitoring deliberate self-harm presentations to general

hospitals. While the Registry is a function of the NSRF, it is

facilitated by the health boards and it was through the health

boards that the registry was put in place. In terms of trends

being reported by the Registry, there is some evidence that

the rate of deliberate self-harm is rising given that the rate

increased from 2001 to 2002 in all four of the health boards

for which there are full data for both years (MHB, MWHB,

SEHB, and SHB). The rates remain highest among young

people, peaking for girls aged between 15 and 19 years and

for young men aged between 20 and 24 years. The overall

national rate of parasuicide episodes is estimated to be 202

per 100,000 of the population annually.

. Given the high rate of parasuicide and the problems

associated with repeat self-harming, the issue of treatment

response is crucial. As outlined above, health boards have

developed services to respond to individuals following

deliberate self-harm. However, these services are

inconsistent in terms of coverage and the service model

approach. Nevertheless, more and more crisis nurses or

liaison psychiatric nurses are working in general hospital

settings in order to provide improved treatment responses to

a client group who might otherwise not receive any psycho

social assessment.

While it has been acknowledged that service delivery in this

area is not consistent, a model of good practice has been
established in the ECAHB where a multi-disciplinary liaison

psychiatry service has been established. The service was
initially established in 2002 with the appointment of a
consultant psychiatrist, clinical nurse specialist and
administrative support. However, in January 2003 a clinical
psychologist and two registrars joined the team while a social
worker was recruited in April 2003. The development of similar
multi-disciplinary services in other areas is to be recommended.



Elsewhere, a project lead by the Nurse Midwifery Planning
and Development Unit and funded by a grant from the

National Council for the Professional Development of

Nursing and Midwifery got underway in the SEHB in 2003,

aiming to enhance nursing skills and competency in the

management of deliberate self-harm. The project objective is

to develop or adapt a psychosocial assessment tool to be

used when managing self-harm in general hospital settings.

The project is in keeping with the broad objectives of-the

suicide prevention office of the SEHB including their e~arlts
to raise awareness among nursing staff in relation to suicide

prevention issues.

Meanwhile, the MWHB and SHB continue to conduct the

large-scale parasuicide intervention study, as reported-on in

previous NSRG annual reports. Recruitment for this therapy

is expected to be completed by the end of 2004, with data

analysis set to continue during the early part of 2005. If the

intervention is positively evaluated this treatment approach

should be developed in line with crisis nurse or liaison

psychiatry services for this client group.

4.2.7 Suicide Bereavement Support

Bereavement support services have been established in all

health board areas with varying levels of health board and

voluntary group input. Developments in this area in 2003

included the training of an additional 22 volunteers in the

MHB area, the establishment of additional Living Links

services in the MWHB (North Tipperary) and the setting up of

a Living Links group in the NEHB (Meath). Also in the NEHB,

another support group was established in Monaghan (Life

Support) during 2003.

In other health board areas services have been developed
and supported in response to local needs. For example, the

Garda! in the SEHB link in with the health board in the

distribution of information packs on bereavement while the
NAHB resource officer had support meetings with three of
the Dachas bereavement support-groups in the area, to help

in guiding the work of the groups. In the ECAHB, the coroner
service and the health board produce similarly designed

information resources in relation to the inquest process and

to bereavement support services respectively. Other health

boards including the MHB, MWHB and the NWHB continue to

distribute the You Are Not Alone information guide to those

who are bereaved by suicide.

When a suicide of a school student occurs the impact on the

local community can be especially distressing. In both the

WHB and the SWAHB support was provided to schools in

attempting to sensitively support students and staff and

manage what can be a particularly difficult situation. hi the

MHB a crisis readiness committee worked on the production

of aSchool Crisis Management Pack while a similar resource

is in use in the MWHB (A Student Dies: a school responds).

In the NWHB, the Restore service continues to provide

support to schools in the aftermath of critical incidents

including suicide deaths, while training was provided to key

staff from schools to support them in the development of

crisis teams to respond to crises. Finally, in the WH B the 

travelling community was given support and guidance in

developing an appropriate and supportive response to

suicide among the community's members.

4.3 Health Board Influence

Continuing from section 4.2 above, this section also reflects

broad strands of the National Task Force on Suicide Final

Report (1998). However, there is more focus in this section on

those activities which health boards have had a role in

influencing rather than directly taking the lead on. While not

all of the collaborative work is reported here, the agencies

with whom health boards worked in 2003 included voluntary

organisations, schools, prisons and the Irish Hospice

Foundation.

4.3.1 Voluntary and Community Sector

As many of the activities in suicide prevention relate to

raising public awareness, responding to local needs and
providing support in the aftermath of suicidal behaviour
occurring, health boards work very closely with voluntary

and community groups in a number of ways. In coping with
mental health issues and suicidal crises it is often the case

that people are more comfortable engaging with voluntary

and community supports. Therefore, statutory services often
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work in partnership with voluntary groups rather than

develop competing services. A positive example of this is the

marketing of the Samaritans helpline in the MHB, ECAHB and

SWAHB through the Don't Get Down, Get Help cinema

advertisement campaign.

The importance of collaboration between the statutory

sector and voluntary and community groups is also reflected

in the participation of voluntary group representatives on

regional steering committees for suicide prevention (e.g. the

ECAHB and the SEHB) and on the NSRG.

Voluntary organisations have also recognised the value in

working closely together with each other to pursue common

goals' and objectives and in some instances have formed

local alliances such as Western Alliance in the WHB and the

Alliance for Mental Health in the MHB.

As mentioned above, considerable health board efforts are

concentrated on enhancing public awareness of suicide

prevention and mental health issues in general, often in

community settings and in collaboration with local groups.

Examples of this collaborative community work include the

20-hour community education programme in the SEHB which

aims to enable the participants to acquire the knowledge,

attitudes and skills to identify suicide risk and refer those at

risk to appropriate sources of help. The SEHB will also tailor

this community education training to the particular needs of

a local community and can also offer programmes over two to

three hours or on a full day basis. In the NWHB, the Finn

Valley Alliance for Positive Mental Health is a community led

initiative that was set up in response to the high numbers of

youth suicides in the area.

Also in the NWHB a multi-sectoral community partnership

called the North West Alcohol Forum was set up in March

2003 by representatives from organisations and groups

concerned about the use and misuse of alcohol in the north

west. Members include representatives from health,

education, voluntary services, community groups, An Garda

Siochana, the Vinters Federation of Ireland, the media and

clergy. The main brief of the Forum, which is due to report in

2004, has been to assess the impact of alcohol on the people

and services in the north west and to identify actions, based
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on evidence, to prevent and reduce alcohol related harm.

Further collaboration between health boards and voluntary

or community groups is detailed elsewhere in the report

where specific projects are reported on or where activities

targeting specific groups and settings are outlined.

4.3.2 Coroner Service
n
1_'The coroner service is one of the oldest public services in

Ireland. It is also important to note that it is a service for the

living and therefore the needs of those bereaved following a

death that is brought to inquest in a coroner's court must be

placed at the centre of service delivery. The recent review of

the coroner service has been well documented and legisla

tion in respect of the report of the Coroners Rules

Committee is expected to be published in 2004.

Although an inquest into a suspected death by suicide may

occur some weeks or months after death, the bereaved

relatives and friends may continue to experience distressing

grief responses at that time. The time of inquest therefore

offers a context. whereby support services can be offered to

the bereaved. Furthermore there is an onus on health boards

and the coroner service to promote information in relation to

the service among members of the general public who mayor

may not have to engage with the service at some point in

their life.

In some health board areas bereavement support services

are promoted through the coroner service. However, this is at

the discretion of local coroners and in some cases may not be

seen to be an appropriate forum for supporting these

services. Overall there remains an important need to develop

services in a consistent way in order to ensure that the

experience of the suicide bereaved is as manageable as

possible, minimising the level of distress or upset that may

be felt during what can be an extremely difficult time. Not

least of all, the issue of training and improved resources for

coroners themselves needs to be addressed in a systematic

manner. This is an area where health board activities can

contribute to improved service delivery but also an area

where well planned cross-sector collaboration will be

required.



4.3.3 Gardai

Garda! are often the first to be called to the scene of a

suspected suicide death and are likely to be involved in

breaking the tragic news of a suicide death to the deceased's

family. At the time of inquest, the investigating Garda is also

likely to be in contact with the relatives and friends of the

person who has taken his or her life. On another level, Garda!

will often be called when an individual is expressing suicidal
I I

ideation or when a relative or friend is concerned about-the

safety of someone who may be threatening self-harm. On an

official level, the recording and coding of cause of death in

respect of unexpected, unnatural or sudden deaths is based

to some extent on a confidential Garda return to the Central

Statistics Office.

Therefore, it is apparent that training and support for the

Garda! in relation to suicidal behaviour and mental health

issues is important on a number of levels. While training in

this area is routinely delivered to trainee Garda! in the Garda

Training College, there are competing demands on training

resources for qualified and more senior members of the

force. Nevertheless, training is continuing to take place in

some of the health board areas. For example, in the SEHB

Garda Training Officers have received training in ASIST

(Applied Suicide Intervention Skills Training). In the future it

would be beneficial and practical in terms of resources if

Garda Training Officers from each of the 25 Garda Divisions

were in a position to receive the five-day training for trainers

course in ASIST in order to roll out the training in a structured

manner using their existing training resources.

Health boards also continue to engage with Gardai in other

ways including participation on regional steering committees

(e.g. ECAHB, WHB and NWHB) and in disseminating

information on bereavement support services such as Living

Links in the MWHB. In the SHB a project proposal has been
approved for funding by the NSRG in relation to collaborative

working between Juvenile Liaison Officers ULOs) and the
health board in securing counselling services for young people

known to the JLOs who are deemed to be at risk of suicidal
behaviour. In the MHB, Gardai have facilitated discussions
between the health board and representatives of local gun

clubs in relation to the safe storage of firearms.

In a similar manner to the coroner service, this is an area

where health board activities can contribute to improved

service delivery in the areas where Garda! engage with

suicide issues, however well-planned collaborative

commitment is also required to ensure that positive

developments can be achieved.

4.3.4 Schools and Colleges

Education settings provide a unique and important

opportunity for the development of primary suicide

prevention activities. Also, from a crisis response

perspective, when the suicide or attempted suicide of a

student occurs the effect on staff and students can be

devastating.

In some respects, the efforts tal<en within the education

system in recent years mirror the progress in the health

sector in terms of mental health promotion. As the Social,

Personal and Health Education (SPHE) module begins to

extend beyond junior cycle there will be further

opportunities to address mental health issues in schools. It

is important therefore that health service providers and

schools can work in collaboration to plan curriculum

development and issues related to access to health services

and supports.

Central to the activities of relevance to suicide prevention in

schools, such as mental health promotion and crisis

response, is the issue of training. While teachers may be

ideally placed to identify risk among students and respond

appropriately, they should not be expected to do so without

the appropriate level of training and support - and then

within a realistic and clear remit. The development of Suicide

Prevention in Schools: best practice guidelines by the lAS (in

collaboration with health boards and the NSRG) was an
important step in developing resources and training

materials for teachers in this area. Building on this, health
boards have worked closely with regional SPHE co

ordinators and representatives from the National
Educational Psychological Service (N EPS) in developing
training and resources for schools in the area of mental

health promotion.
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There are many examples of such collaborative work

including a training day held in November 2003 on Mental

Health Promotion for 22 teachers which was organised by the
NAHB and the regional SPHE Support Service and in the

NEHB area two training seminars for teachers on mental

health issues held with the support of NEPS and the SPHE

service. In the NWHB, Mental Health Days were introduced

with the aim of promoting positive mental health among

students, teachers and parents through a series of

workshops and by providing the opportunity to meet the

faces of the health services in the area. In the MHB a crisis

readiness pack has been developed following multi-sector

consultation and is available to school staff only after a one

day training programme has been undertaken. This is an

example of good pr~ctice and highlights the importance of

developing training on the use of guideline documents and

resource packs. Another resource in schools, developed

more specifically for students, ·is the second edition of a

school journal, called }2, published by the NWHB which

provides 100 pages of positive coping tips and a

comprehensive listing of support services. It was written and

designed by young people. The evaluation of the first edition

of the journal was very positive.

Meanwhile, in the WHB a unique coming together of

agencies has resulted in the establishment of the Partners

for Health in Education group which followed up a very

successful conference examining mental health aspects of

the SPHE module in 2002 with a conference aimed at parents

in 2003. The conference entitled Parenting Matters:
supporting parents to promote positive emotional and
mental health in adolescents was free to attend and 175

parents registered on the day. In the evaluation of the

conference, it was reported that 96% of those who

responded indicated their intention to discuss the
proceedings with other parents who did not attend 

suggesting a positive benefit from the conference beyond

those who were present on the day. Events such as this
conference can help to support the implementation of SPHE
in schools and promote the principles of positive mental
health for young people in the home setting as well. The
'Partners' are the WHB, SPHE Service, Mental Health Ireland
(MHO, Best Health for Children, Mayo Education Centre and
the Centre for Health Promotion Studies of NUl Galway.
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In the SEHB, as part of the suicide resource office training

programme, a 14-hour training course was delivered to key
school staff from post-primary schools throughout the

region. The aim of the course is to improve the knowledge

and competency of designated school staff in the recognition

and management of potentially suicidal young people. It also

aims to develop staff members ability to access support for

staff and students in the event of a sudden death. Three-hour

lliraining sessions in suicide awareness were also offered to

schools in the area in 2003 while one-hour training sessions

were provided as part of the in-service SPHE training

programme for secondary teachers. Targetted training has

also been developed and delivered to teachers in the NWHB

in the use of the positive mental health promotion

programme MINDOUT, which was developed in collaboration

with the Centre for Health Promotion Studies of NUl Galway.

In relation to third level colleges, The Mental Health
Initiative: a resource manual for mental health promotion
and suicide prevention in third level institutions was

launched in early 2003. The project was supported by the

NAHB, NSRG and Trinity College and the manual produced is

a valuable resource that can be used in all third level

settings. It is available to download at the following web

address: www.tcd.ie/student_counselling/. The project work

was completed in 2002 and it was reported on in more detail

in the previous NSRG Annual Report. Health boards have also

engaged with a range of third level institutions during 2003

in relation to mental health promotion and crisis response

issues. These third level institutions include the Institutes of

Technology in Limerick, Athlone, Sligo, Waterford, Tipperary

and Carlow, NUl Galway and Kildalton Horticultural College.

1f.3.5 Media

Health boards continue to distribute the publication

Portrayal of Suicide in the Media: best practice guidelines
which was launched by the lAS and Samaritans in 2000.
Considering that there is a relatively high turnover of
journalists and media personnel it is important to restate
guidelines in relation to the responsible and sensitive
coverage of suicide in the media in Ireland.

These media guidelines focus on both the potentially



positive and negative impact of media coverage of suicide,

suicide prevention and mental health issues. Resource

officers from the health boards regularly contribute to local

and national media coverage of silicide by providing

information, contributing to newspaper articles, interviews

and programmes and by gu.iding journalists in ensuring that

these issues are covered sensitively. The health boards have

done much to encourage the media to carry information on

where and how support services can be accessed rand

d· d I .. . .. Inewspapers, ra 10 coverage an te eVISlon programm-es

generally provide this information. In such a way the

important message that help is available can be relayed to

the public.

The distribution of the Health Links newsletter with

newspapers in the WHB area as referred to above is just one

positive example of using the media in proactive way to

transmit positive messages and provide advice and

information on health issues, including suicide prevention.

In 2003, the project applicant funded by the NSRG to conduct

the study on The Portrayal ofSuicide in the Irish Print Media

continued to provide monthly feedback reports to the NSRG.

This monitoring will run until the end of May 2004 at which

point a 12-month report will be compiled which will present a

clear picture of how suicide is presented in the print media

and will allow the formulation of recommendations in

relation to addressing negative aspects of such coverage.

4.3.6 Access to Means of Self-Harm

Strategies aimed at limiting access to the means of self-harm

or ensuring a safer environment for individuals with suicidal

thoughts who may be inclined to act impulsively can be

diverse in their approach. Such strategies range from the

safe prescribing of potentially harmful medication to

ensuring life buoys are available in places with easy access
to rivers, lakes and the sea. There are many agencies and

groups responsible for ensuring that a relatively safe
environment is maintained, and it is in the best interests of

society in general that the means of self-harm are restricted
as far as possible.

Efforts by health boards in this area reflect the broad range

of approaches referred to above. In the MHB there. have been

discussions with local gun clubs, the contact being

facilitated by the Gardai, in relation to the safe storage of

firearms and this type of local forum has also been
recommended by the WHB. In the SWAHB, the service

operating under the title Dispose of Unwanted Medicines

Properly (DUMP) continues to operate and in 2003 it was

extended to all 162 pharmacies in the region. The service

provides a facility for members of the general public to

dispose of potentially harmful medications in a safe way

through local pharmacies. A full evaluation of this service is

underway while the impact of the service on trends in

deliberate self-poisoning will also be analysed in co

operation with the National Parasuicide Registry.

The issue of water safety is being addressed in the ECAHB

where life buoys have been replaced along the Rathdown /

Dun Laoghaire coastline following discussions between the

health board resource officer and the local water safety

officer. In the NEHB area this issue is also being highlighted

through the work of the Drogheda Fishermen's River Rescue

Organisation in providing an emergency service on the Boyne

river to prevent entry into the river where possible or to

rescue those who have entered the river.

While these measures may not result in immediate or

significant reductions in the overall national suicide rate, it is

important that local area trends in suicidal behaviour are

continually monitored in order to determine common

methods of self-harm and suicide and to provide a safer

environment as far as possible. This monitoring is also of

relevance to certain settings where people may be at an

increased risk of engaging in suicidal behaviour such as

psychiatric hospitals and prisons.
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5 CURRENT DATA

The presentation of statistics below is intended as an

overview of trends and patterns of suicide in Ireland, even if

such a broad statistical overview may appear insensitive in

the context of the immense grief that a death by suicide can

bring to those who are bereaved. However, the examination of

such trends and patterns is important in helping to inform

national and local suicide prevention efforts.

The classification of deaths as suicide is done by the Vital

Statistics Section of the Central Statistics Office. A

confidential Garda return, Form 104, is used to inform this

classification. On this form, the investigating Garda is asked

whether he or she considers the death to be an accident,

suicide, homicide or of undetermined cause. Where the CSO

is satisfied that the death is suicide it is classified as such for

statistical purposes.

The World Health Organisation also monitors national

mortality data and reports these data on their web site

annually. Figure 1 below presents a comparison of

international rates for youth suicide (ages 15 to 24) of the

countries reporting from the WHO European Region. Due to a

time lag in the collation and analysis of national data these

data refer in general to the years 1999 or 2000. The data were

accessed from the WHO on May 10th 2004, shortly after the

accession of 10 new countries to the European Union.

5.1 International Youth Suicide
Data

Of particular concern in Ireland is the rate of youth suicide.

While overall Ireland currently ranks 17th among European

Union countries in terms of the age-standardised suicide

rate, we rank 5th highest in the EU rates of youth suicide (15

24 year olds - see Figure 1). As a result, Ireland has one of the

highest rates of 'years of potential life lost' (YPLL) due to

suicide in Europe. On average, there are 26.3 years of

potential life lost for every male suicide death in Ireland (this

is based on years of life lost up to the age of 65 years).

Overall suicide ranks among the three highest causes of
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Uthuania 295
Finland 19.9
Estonia 18,1

Latvia 17.9
Ireland 15.7

Slovenia 155
Austria 119

Belgium 118
Poland 11.4

Hungary 10.9
Sweden 10,7

Czech 10.5 EU Youth Suicide RatesLuxembo 8.2
Slovakia 8,2 per 100,000 population

Germany 8 Source: WHO site, May 10th.
France 7.9

2004

~
UK 6.7

Denmark 6.7
NetheMa 6.5

Spain 4,8
Italy 43

Malta 14
Greece 2.4

Portugal 2.4
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Figure 1 - Youth Suicide Rates in the EU, 15-24 year olds

'years' of potential life lost' in Ireland, along with

cardiovascular disease and cancer.

Note: International comparisons ofsuicide rates should be interpreted with

some coution as methods of recording may vary internationally.

Note: Cyprus do not return rates to the WHO Euro Section, as such only 24

of the 25 EU countries are represented.

5.2 National Mortality Data

The tables below present data on suicide and deaths by other

causes since 1980 by age, gender, method and health board

area / region. Information on deaths by year of occurrence are

available up until, and including, 2001. For more recent years

(2002-2003) data are available according to the year of

registration of deaths. Given the delay in registering some

deaths, due to the time lag between death and inquest, some

deaths are not registered in the year in which they occur. Year

of registration data can include deaths which occurred in that

year and those which occurred in the previous year. Given the

limited comparability between deaths presented by year of

occurrence and by year of registration only data available by

year of occurrence is used in Tables 7, 8 and 9 which present

data on the basis of s-year averages.

Data presented below under the column heading 'Death by

external causes' refer to deaths caused by accident, suicide,

homicide and deaths with undetermined cause.



Table 4. Overall Population Rate of Suicide and Other Causes of Death
Suicide, undetermined death, death by external causes, death by all causes, 1980-2003, per 100,000 total population

Year Suicide Undetermined death Death by external causes Death by all causes

(lCD9: E800-E999)
Number Rate Number Rate Number Rate Number Rate

1980 216 6·4 84 2·5 1713 50·4 33472 984.2

1981 223 6·5 72 2.1 1717 49·9 32929 956.3
1982 241 6·9 67 1·9 1630 46.8 32457 932.7

1983 282 8.0 62 1.8 1593 45·5 32976 941.1

1984 232 6.6 67 1·9 1436 40·7 32076 908.9

1985 276 7·8 65 1.8 1488 42.0 33213 938.2

1986 283 8.0 83 2-3 1539 43·5 33630 949.8

1987 245 6·9 71 2.0 1489 42.0 31413 885·7

1988 266 7·5 68 1·9 1427 40·4 31580 894·4
1989 278 7·9 92 2.6 1524 43·4 32111 914.9

199° 334 9·5 48 1·4 1502 42.8 31370 894·9

1991 346 9·8 38 1.1 1455 41·3 31305 887·9

1992 363 10.2 22 0.6 1363 38·3 3°931 871.6

1993 327 9.1 19 0·5 1377 38.6 32148 902.2

1994 395 11.1 15 0·4 1447 40·5 30948 866·7

1995 404 11.2 10 0·3 1454 40·4 32259 895·8

1996 409 11·3 14 0·4 1524 42.0 31728 875·0

1997 478 13·0 3° 0.8 1663 45·4 31581 861·9

1998 514 13·9 53 1·4 1801 48.6 31352 846.6

1999 455 12.2 71 1·9 1818 48.6 31683 846.8

2000 486 12.8 69 1.8 1752 46.2 31115 821.1

2001 519 13·5 78 2.0 1832 47·6 30212 785·3

Points of note:

50
52

1·3
1·3

1540

1495
39·3
37·6

29348

28823
749.2

72 4.4

• The rate of death by suicide has mare than doubled fram 1980 to 2001.

• The rate of undetermined deaths is slowly increasing annually after a law of0.3 per 100,000 in 1995.

• The overall death rate has decreased by one fifth SinCe"1980.

• Suicide accounted for an average of 27.7% ofall deaths from external causes from 1997-2001. Accidents,

homicides and undetermined deaths also fall under this heading.

• Suicide accounted for 1.6% ofall deaths between 1997-2001.
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Table 5. Male Population Rate of Suicide and Other Causes of Death
Suicide, undetermined death, death by external causes, death by all causes, 1980-2003, per 100,000 population (males).

Year Suicide Undetermined death Death by external causes Death by all causes

(1(09: E800-E999)
Number Rate Number Rate Number Rate Number Rate

1980 143 8·4 61 3.6 1118 65·4 18230 1066·7
1981 158 9.1 51 2·9 1181 68·3 18068 1044·8
1982 178 10.2 5° 2·9 1123 64·3 17755 1016·9
1983 202 11·5 47 2·7 1062 60·5 18026 1026.4

1984 164 9·3 46 2.6 973 55·1 17485 989·5
1985 216 12.2 45 2·5 1019 57·5 18201 1027·7
1986 217 12·3 57 3.2 1039 58.7 18313 1034·8
1987 185 10·5 55 3.1 990 55·9 17002 960-4
1988 195 11.1 49 2.8 961 54·6 16980 965·4
1989 213 12.2 64 3·7 1049 60.1 17058 978.0
1990 251 14-4 33 1·9 10°9 57·9 16828 965·6
1991 283 16.1 31 1.8 1025 58·5 16603 946.8

1992 304 17.2 19 1.1 984 55·8 16516 935.8

1993 260 14·7 15 0.8 937 52.9 17035 961.6

1994 305 17.2 11 0.6 1019 57·5 16338 921.1

1995 321 18.0 6 0·3 1025 57·3 17075 954.8

1996 345 19.2 12 0·7 1108 61·5 16672 926.1

1997 386 21.2 22 1.2 1162 63·9 16501 906.9
1998 433 23·5 35 1·9 1285 69·9 16482 896·3
1999 358 19·3 52 2.8 1283 69.0 16480 886·7
2000 395 18.1 46 1.2 1215 55.2 1593° 846.0
2001 429 22·4 34 1.8 1330 69·7 15691 820.2

Points of Note:

1·7
2.2

1107

1049 53.1
15217
14735 745·4

• The male suicide rate has increased two and a halffold from 8.4 per 100,000 population in 1980 to 22.4 per IDO,OOO in 2001 .

• Almost I in 3 (31.9%) deaths by external causes among men were by suicide.

• 2.4% ofall male deaths from 1997-2001 were by suicide.
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Table 6. Female Population Rate of Suicide and Other Causes of Death
Suicide, undetermined death, death by external causes, death by all causes, 1980-2003, per 100,000 population (females).

Year Suicide Undetermined death Death by external causes Death by all causes

(ICD9: E800-E999)
Number Rate Number Rate Number Rate Number Rate

1980 73 4·3 23 1·4 595 35.2 15242 900.8

1981 65 3·8 21 1.2 536 31.3 14867 867·3
1982 63 3·6 17 1.0 507 29.2 14702 847·9
1983 80 4·6 15 0·9 531 30·4 14950 855·4

1984 68 3·9 21 1.2 463 26.3 14591 828.1

1985 60 3·4 20 1.1 469 26·5 15012 848.6

1986 66 3·7 26 1·5 500 28.2 15317 864.9

1987 60 3·4 16 0·9 499 28.1 14411 811·3
1988 71 4·0 19 1.1 466 26·3 14600 824·0

1989 65 3·7 28 1.6 475 26·9 15053 852.6

1990 83 4·7 15 0·9 493 28.0 14542 824.9
1991 63 3·6 7 0·4 430 24·3 14702 829.5

1992 59 3·3 3 0.2 379 21.2 14415 808.1

1993 67 3·7 4 0.2 440 24.6 15113 843·5
1994 90 5·0 4 0.2 428 23·8 14610 813·0

1995 83 4·6 4 0.2 429 23·7 15184 837·6
1996 64 3·5 2 0.1 416 22.8 15051 824.3

1997 92 5·0 8 0·4 501 27·2 15080 817·4
1998 81 4·3 18 1.0 516 27·7 14870 797·7
1999 97 5.2 19 1.0 535 28·4 15203 807·4
2000 91 3·8 23 0·7 537 23·7 15185 796.4
2001 90 4·7 20 1.0 502 26.0 14521 750.8

Deaths by year of registration
2002 80

2003 86

Points of Note:

0.8 433
446

22.0

.22·3 14088

• An average of90 female deaths by suicide have occurred each year between 1997 and 2001.

• The female rate ofdeath by suicide has remained fairly constant since 1980. It reached a peak of5.2 per 100,000 in 1999.

• Of all female deaths between 1997-2001, 0.6% were by suicide.

• Female suicides accounted for 17% ofall female deaths from external couses.
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Table 7. Suicide by Age, Gender and Health Board Area I Region,1997-2001 (inclusive)
Suicides registered in each health board region between 1997 and 2001 by age and gender. Average per annum rate, per
100,000 population is also indicated.

Health Board Age group Persons Males Females
Number Rate per Number Rate per Number Rate per

100,000 100,000 Rate per
population population population

Eastern (ERHA) Under 15 yrs 3 0.2 3 0·4 0 0.0
15-24 yrs 159 13·3 132 22.2 27 4·5
25-44 yrs 334 17.1 279 29.6 55 5·4
45-64 yrs 182 14·8 120 20.1 62 9.8
Over 64 yrs 38 6.1 26 10.6 12 3·2
Total 716 11.1 560 17.8 156 1f·7

Midland Under 15 yrs 1 0·4 1 0.8 0 0.0
15-24 yrs 37 21.6 29 32.1 8 9·8
25-44 yrs 71 25·7 62 44.1 9 6·7
45-64 yrs 35 17·9 32 31.8 3 3.2
Over 64 yrs 11 8.8 7 12·3 4 5·9
Total 155 15·1 131 25.1 21f 1f·7

Mid-Western Under 15 yrs 1 0·3 1 0·5 0 0.0
15-24 yrs 55 19·7 48 33.1 7 5.2
25-44 yrs 94 22.1 80 37.2 14 6.7
45-64 yrs 56 17·9 41 25·5 15 9·8
Over 64 yrs 14 7·5 8 9·7 6 5·7
Total 220 13·9 178 22·3 1f2 5·3

North-Eastern Under 15 yrs 0 0.0 0 0.0 0 0.0
'15-24 yrs 48 18.8 42 31.3 6 4·9
25-44 yrs 73 17·5 64 30·4 9 4·3
45-64 yrs 58 19.6 49 32·3 ' 9 6·3
Over 64 yrs 18 10·3 14 18·3 4 4.1
Total 197 12·9 169 21·9 28 3·7

North-Western Under 15 yrs 0 0.0 0 0.0 0 0.0
15-24 yrs 40 23·1 36 40.6 4 4·8
25-44 yrs 47 17·6 42 31.6 5 3·8
45-64 yrs 35 16.8 28 25·8 7 7·0
Over 64 yrs 10 6.8 6 8·9 4 5·0
Total 132 12·5 112 21.1 20 3·8

South-Eastern Under 15 yrs 4 0.8 4 1.6 0 0.0
15-24 yrs 74 22·7 67 39.2 7 4·5
25-44 yrs 129 24.2 112 41.8 17 6·4
45-64 yrs 76 19·6 63 31.6 13 6·9
Over 64 yrs 34 14·6 24 23·3 10 7·7
Total 317 16.2 270 27·1f 1f7 1f·8

Southern Under 15 yrs 3 0·5 1 0·4 2 0.6
15-24 yrs 94 20.1 84 35·0 10 4·4
25-44 yrs 204 27·1 171 45.2 33 8.8
45-64 yrs 131 24·1 99 35·9 32 12.0
Over 64 yrs 46 13·9 34 23·9 12 6·4
Total 1f78 17·5 389 28·5 89 6·5
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Western Under 15 yrs 0 0.0 0 0.0 0 0.0
15-24 yrs 68 22·9 47 31.0 21 14·4
25-44 yrs 71 15·7 59 25·9 12 5·3
45-64 yrs 64 18.6 55 30.5 9 5·5
Over 64 yrs 34 13·8 31 27·7 3 2.2
Total 237 13·5 192 21.6 ItS 5.1

Ireland 21t52 13·5 2001 22.2 1t51 1t·9

Aggregating the data over a 5-year period (1997-2001), and calculating rates per 100,000 population allows comparisons to be
made between areas.

Points of note:
• The highest rates were found in the SHB for the total population (17.S), for males (28.S) and for females (6.S).

• The ERHA had the lowest rate for the total population (11.1) and for males (17.8) while the NEHB had the lowest rate for females (3.7).

• The age band yielding the highest rates was the 2S-44 yr aids for all health board areas except the NEHB for the total population. Typically, the same
pattern was found for males. However, the 4S-64 yr old females yielded the highest rates in 6 of the 8 health board areas!regions. .

• Male suicides account for 82% ofall suicides.

Table 8. Suicide by s-year Age Group and Gender, 1997-2001 (inclusive)
Total number of suicides occurring between 1997 and 2001 (inclusive) by age group and gender. Average per annum rate, per
100,000 population, is also indicated.

Age Group Persons Males Females
Number Rate per 100,000 Number Rate per 100,000 Number Rate per 100,000

population population population
00-04 yrs 0 0.0 0 0.0 0 0.0
05-09 yrs 0 0.0 0 0.0 0 0.0
10-14 yrs 12 0·7 10 1.2 2 0·3
15-19 yrs 215 12·7 178 20·5 37 4·5
20-24 yrs 360 24·5 307 41.2 53 7·4
25-29 yrs 309 23·9 278 43·0 31 4·8
30-34 yrs 241 18.5 211 33·0 30 4·5
35-39 yrs 240 18.8 191 30.3 49 7·6
40-44 yrs 233 19·4 189 31.5 44 7·3
45-49 yrs 195 17·3 150 26·4 45 8.1
50-54 yrs 193 20·7 147 31.0 46 10.0
55-59 yrs 139 18.1 105 27·0 34 8·9
60-64 yrs 110 15·9 85 24·7 25 7.2
65-69 yrs 87 13·7 64 21.2 23 6·9
70-74 yrs 49 8.7 36 14·4 13 4.2
75-79 yrs 42 10.0 31 17·6 11 4·5
80-84 yrs 19 6.8 13 12·3 6 3·5
85 yrs + 8 4·6 6 11·4 2 1.7
Total 21t52 13·5 2001 22.2 ItSl 1t·9

Points of Note:
• The highest suicide rates are found among 20-24 yr aids and 2S-29 yr aids, for the total population and for males.

The rate for 1S-19 year old males is half that of the 20-24 year old males.

• The highest rate ofsuicide among women is for those aged SO-S4 years.
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Table 9. Suicide Methods Used, by Age and Gender

Method of suicide by age group, 1997-2001 inclusive. Percentage for age group is included in brackets.

Age group Poisoning Hanging Drowning Guns Other Total

N (%) N (%) N (%) N (%) N (%) N

Persons

Under 15 yrs 0(0.0) 12 (100)- 0(0.0) 0(0.0) 0(0.0) 12

15-24 yrs 65 (11·3) 370 (64.3) 44 (7.7) 65 (11.3) 31 (5·4) 575

25-44 yrs 188 (18.4) 522 (51.0) 183 (17·9) 69 (6.7) 61 (6.0) 1023

45-64 yrs 124(19·5) 258 (40.5) 185 (29.0) 38 (6.0) 32 (5.0) 637

Over 64 yrs 38 (18·5) 7486.1) 7084.1) 14 (6.8) 9 (4.4) 205

Total If1S (16.9) 1236 (SO.If) 1f82 (19.7) 186 (7.6) 133 (S.If) 2lfS2

Males

Under 15 yrs 0(0.0) 10 (100.0) 0(0.0) 0(0.0) 0(0.0) 10

15-24 yrs 31 (6.4) 327 (67.4) 36 (7·4) 63 (13.0) 28 (5.8) 485

25-44 yrs 138 (15.9) 484 (55.7) 143 (16·5) 60 (6.9) 44 (5.1) 869

45-64 yrs 80 (16.4) 228 (46.8) 128 (7.0) 34 (7.0) 178.5) 487

Over 64 yrs 24 (16.0) 65 (43.3) 42 (28.0) 14 (9.3) 5 8.3) 150

Total 273 (13.6) 1111f (55.7) 31f9 (17·1f) 171 (8.5) 91f (1f.7) 2001

Females

Under 15 yrs 0(0.0) 2 (100.0) 0(0.0) 0(0.0) 0(0.0) 2

15-24 yrs 3487·8) 43 (47.8) 8 (8.9) 2 (2.2) 3 8.3) 90

25-44 yrs 50 (32.5) 38 (24.7) 40 (26.0) 9 (5.8) 17 (11.0) 154

45-64 yrs 44 (29.3) 30 (20.0) 5788.0) 4 (2.7) 15 (10.0) 150

Over 64 yrs 14 (25.5) 9 (16.4) 28 (50.9) 0(0.0) 4 (7.3) 55

Total 1lf2 b1.S) 122 (27.1) 133 (29.5) 15 b.3) 39 (8.6) If51

Points of Note:
• Hanging is the most commonly used method ofsuicide among males, accounting for more than halfofall deaths by suicide within this group. Two-thirds

ofmale. suicides between 15 and 24 years ofage were by hanging.

• Specifically, hanging has been the most common method chosen by all age groups ofmen and is becoming a more common choice among young women.
Almost halfofall female suicides aged 15-24 years were by hanging.

• Poisoning, drowning and hanging are almost equally chosen by women, each accounting for almost 1 in 3 suicides annually.

• Drowning is more commonly used by older generations than younger generations (more than a third ofadults aged 65 years and older chose to die by
drowning compared with 7.7% of 15-24 year aids). This supports the call for all children to learn how to swim from an early age.

• Although death by firearms is relatively uncommon, firearms are most often used by young men, accounting for 13% ofsuicide deaths among the 15-24
year age group. Firearms were the second most common method ofsuicide among this age group after hanging.
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6 APPENDIC£S

6.1, Resources
NOTE: Where details .of availability for

particular resources are not given

please check with the NSRG.

6.1.1 Publications

General

• The Male Perspective: young men's

outlook on life (2004).

MWHB/NSRG/NSRF.

A study of young men covering

attitudes to help-seeking, mental

health issues and suicidal behaviour

making several recommendations in

relation to focussing suicide

prevention efforts on this group. The

study was based on a community

survey and on a series of focus

groups.

• Give Depression the Boot ... in the

older person (2003). Mid-Western

Health Board.

A guide for relatives, carers and the

general public to recognising and

responding to depression in the older

person.

• Suicide - a general information pack

(2003). South Eastern Health Board.

A detailed information pack on suicide

in Ireland covering warning signs, risk

factors and a section on how to

respond to the suicidal person.

• Concerned about Suicide leaflet

(2001). Produced by the Resource

Officers for Suicide Prevention of the

health boards and the Suicide

Awareness Co-ordinators for Northern

Ireland.

This leaflet is available in each health

board from the local resource officer.

It contains information on the warning

signs, the associated risk factors, the

key facts about suicide and

parasuicide, how to respond and the

various agencies which offer help (see
I I

Appendix 6~2-for contact details).

• Suicide in Ireland: a national study

(2001). Departments of Public Health

on behalf of the Chief Executive

Officers of the health boards.

A large-scale study of the factors

associated with suiCide in Ireland.

Factors reported on include age,

gender, "marital s~atl!s,.employment

status, contact with the: health

. services ahd history~of ~elf·harm.
Copies,of the rep~rt¥,~e' av(iila~le from'
the NSRG. ,.

• National Suicide Prevention Strategy

for England (2002). Department of

Health.

A comprehensive, evidence-based

suicide prevention strategy for

England which aims to reduce the

death rate from suicide by 20% by

2010. Six key goals are outlined, each

of which are supported by a number of

objectives and actions (see

www.nimh.org).

• Supporting One Another: an action

plan for county Wexford aimed at

assisting in the prevention ofsuicide

(2004). Wexford County Development

Board.

An action-oriented plan for suicide'

prevention and mental health

promotion in county Wexford which

was developed on a partnership basis

qetween various statutory and

voluntary organisations.

• Journal of Health Gain Volume· 5 Issue

4 (Winter 2001/2002). Office for

Health Gain:

The Office for Health Gain (OHG)

merged with the Health Boards

Executive (HeBE) in 2002. The theme

of this issuewas suicide prevention

and it was edited by the National

Suicide Review Group and published

by the Office for Health Gain.

Education Sector

• Responding to Critical Incidents:

advice andi~formationpack for

schools (2004). National Educational

Psychological Service.

Aresource which was developed in a~

effort to build awareness amongst

principals and school teaching staff as

to the potential impact critical

incidents can have upon a school

c9mmunity.

• The Mental Health Initiative: a

resource manual for mental health

promotion and suicide prevention in

third level institutions (2003). Trinity

College Dublin and the Northern Area

Health Board.

: A comprehensive resource manual for

, college staff addressing issues around

: suicide prevention, crisis intervention

'. and responding in the aftermath of a

student suicide. A suggested training

module is outlined in the resource

manual.

• Health Promotion Guidelines for

Health Professionals Visiting Schools
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(2003). Western Health Board.

Guidelines which aim to provide

supportive information, advice and

guidance on effective health promotion

to health professionals who work with

schools.

• Suicide Awareness: an information

pack for post-primary schools (2003).

South Easterri Health Board.

A practical resource for teachers which

provides guidance regarding how to

respond to students experiencing

suicidal feelings, thoughts and

behaviour. It follows the familiar

three-tiered approach of prevention,

intervention and postvention.

• 'J2' - A School Journal (2003). North

Western Health Board.

The second edition of the journal is

~vailable to senior cycle students in all

post primary schools in the NWHB

area free of charge. The journal aims.

to promote positive mental health and

inform young people of services

through a comprehensive services

directory. The journal was written and

designed by young people in

partnership with health professionals.

Availablefrom the NWHB (Appendix

6.2).

• MINDOUT (2002). Cente for Healtb

Promotion Studies, NUl Galway.

MINDOUT is a curriculum based

mental health promotion programme

for senior cycle students.

• Mental Health Matters: a mental

health resource pack (2001). Mental

Health Ireland.

A resource pack for students engaging

in the Transition Year programme in

36
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schools which aims to promote

personal,social, educational a.nd

vocational development. Materials

include six modular-based units,

which are supported by a video.

Available from Mental Health Ireland

(Appendix 6.2).

o A Student Dies, a S,ool Responds

(2001). Mid-Western Health Board.

A guide for post-primary schools

which aims to enhance the capacity of

schools to reduce the threat of suicide

and provide an effective response in

the wake of a sudden traumatic death.

The appendices include practical

information and resources. Available

from the MWHB (Appendix 6.2).

• When Tragedy Strikes: guidelinesfor

effective critiCal inCident management

in schools (2000). INTO and Ulster

Teachers Uni.ori.

Contains practical advice for school

staff on howto deal with tragic

incidents in a way that supports

students and staff.

• RESTORE: a service for schools

(2002). North Western Health Board.

RESTORE is a service provided by the

NWHB to support principals and

teachers in schools in the board's

region in the event of a tragic death

affecting the school. This booklet

explains howthe service is provided

and offers practical guidelines on

managing the school's response to

tragic deaths. Available from the

NWHB (Appendix 6.2).

• Suicide Prevention in Schools: best
practice guidelines (2002). Irish

Association of Suicidology.

Provides an overview of suicide in

Ireland along with guidelines for

prevention, intervention and

postvention in the school setting. It

also provides a list of resources for

schools including bereavement

support groups and voluntary

organisations. Common myths about

suicide, points to consider when

informing students of a death by

suicide, and a list of common student

reactions and recommended staff

responses are also included. The

guidelines are available from the lAS

. (see Appendix 6.2).

• The Cool School Programme (2002).

North Eastern Health Board.

Three publications have been

produced under this title. They

include:

- Responding to Bullying: first steps for

teachers - offers advice for teachers on

how to proceed if a pupil asks for help

- Investigating and Resolving Bullying in

School- deals with a number of

strategies for preventing, investigating

and responding to bullying incidents

- Bullying in Schools: advice for parents

- contains advice for parents on how to

deal with a child who reports being

bullied at school.

Youth Services

• Suicide Prevention: a resource

handbook for youth organisations _

(2003). National Youth Federation,

National Suicide Review Group and

South Eastern Health Board.

A comprehensive publication which

provides information on suicide and

parasuicide trends among

adolescents, and on the multi-factorial

causes of suicide. The role of the



youth worker is examined with regard

to general prevention, crisi~ re~ponse

and post suicide intervention '

strategies. The document also

contains a list of services and

resources available to youth

organisations.

• Suicide Prevention: an information

booklet for youth workers (2003).

National Youth Federation, National

Suicide Review Group and South

Eastern Health Board.

Practical guidelines for youth workers.

Contains information on warning signs

and risk factors, along with guidelines

regarding how to deal with a threat of

suicide and a completed suicide.

• The Youthwise Guide (2002). Mid

Western Health Board.

Two publications have been produc~d

under this heading. They are:

- The Youthwise Guide: promoting

emotional health in young people

-contains simple, practical advice and

information for parents regarding the

promotion of emotional health in

young people. The reverse side

contains a comprehensive list of

services and resources for parents who

require further advice and support.

- Youthwise Guide: a companion pocket

book - a smaller version of the main

document which can easily be carried

around by a parent to consult

whenever he or she wishes.

Media

• Media Guidelines on Portrayal of
Suicide (2001). Samaritans and Irish

Association of Suicidology.

Guidelines for journalists on how to

report sensitively on suicide in the

media so that the risk of suicide for

others is not increased. The issue of

copycat suicide is covered along with

recommendations regarding the

language to be used by journalists

and guidelines on factual reporting.

Available from the lAS (Appendix 6.2).

BereavemenP

• You Are Not Alone: a Mid-West guide

for the bereaved in managing the

aftermath of a suicide (2001). Mid

Western Health Board.

A booklet designed to provide some

brief guidelines in managing the

immediate events after a suicide and

in coping with the long-term future. An

8-week healing progr.amme is also

available in conjunctioll with the

booklet.

A supporting leaflet, 'Offering Help in
, I

the Aftermath of~ S'uicide. is also

available for friends and relatives of

the grieving family.

• Bereavement Information Pack:

information for people bereaved

through suicide or other sudden

death. (2002). South Eastern Health

Board.

Easy-to-access pull-out sheets on

various topics of relevance to those

bereaved through a sudden death.

• You Are Not Alone: a North-West

guide for survivors in managing the

aftermath of a suicide (2002). North

Western Health Board.

A support booklet designed for

those bereaved by suicide and

based on an earlier publication

produced by the MWHB. Issues such

as immediate reactions. natural

responses and procedures in

unexpected deaths are included.

• You Are Not Alone: supporting those

bereaved by suicide in the midlands

(2003). Midland Health Board.

This is a support booklet produced

along similar lines to those listed

above from the MWHB and NWHB and

was designed to provide brief general

guidelines for managing the

immediate events following a death by

suicide and for coping in the future.

World Health prganisatlon on-line
publications ,

• Preventing Suicide: a resource for

general physicians

• Preventing Suicide: a resource for

media professionals

• Preventing Suicide: a resource for

teachers and other school staff

• Preventing Suicide: a resource for

primary health care workers"

• Preventing Suicide: a resource for

prison officers

• Preventing Suicide: how to start a

survivors group

• All are available from the WHO mental

health web site:

WWW5·who. int/mentaLhealth/main

Journals

• Crisis: The Journal ofCrisis

Intervention and Suicide Prevention

Editors-in-Chief: John FConnolly and

Annette L Beautrais

Published under the auspices of the

International Association for Suicide

Prevention.

Publishes articles on crisis intervention

and suicidology from around the world.

Published quarterly.
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• Suicide and Life-Threatening

Behaviour

Editor-in-Chief: Morton M Silverman

Official journal of American Association

of Suicidology.

Devoted to emergent theoretical, clinical

and public health approaches related to

violent, self-destructive and life

threatening behaviours.

Multidisciplinary.

Published quarterly.

• Archives ofSuicide Research

Editor-in-Chief: Antoon Leenaars

Journal of the International Academy for

Suicide Research.

This journal features refereed

contributions from diverse disciplines

including biology, psychiatry,

psychology and sociology.

Published quarterly.

6.1.2 Web Sites

Irish

www.nsrg.ie
National Suicide Review Group

www.doh.ie
Department of Health and Children

www.nsrf.ie
National Suicide Research Foundation

www.ias.ie
Irish Association of Suicidology

www.survivingsuicide.com
Irish web site aimed at the bereaved

www.theblackdog.net
Irish web site aimed at young men

www.icgp.ie/prcsuicide.html
Irish College of General Practitioners
Suicide Prevention Project

www.samaritans.org
Samaritans, UK and Ireland
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www.mentalhealthireland.ie
Mental Health Ireland

www.cso.ie
Central Statistics Office, Ireland

www.nsbsn.org
National Suicide Bereavement Support
Network

www.comhairle.ie
Agency supporting the provision of
information on social"services

"LJ
www.tcd.ie/studenCcounselling/
Trinity College mental health initiative

www.sphe.ie
Social, Personal and Health Education

www·3Ts.ie
Turning the Tide of Suicide

www.suicideawareness.com
Rosbrien Suicide Awareness Group

International

www.i:urriculum.edu.au/mindmatters

A mental health promotion programme
: for secondary schools

www.cebmh.warne.ox.ac.uk/csr/
Oxford Centre for Suicide Research

www.iasp1960.org
International Association for Suicide
Prevention

www.wfmh.com
World Federation of Mental Health

www.afsp.org/
American Foundation for Suicide
Prevention

www.suicidology.org
American Association of Suicidology

www.health.gov.au
Australian Dept of Health and Ageing

www.uke.uni-hamburg.de/ens/
European Network for Suicidology

www;who.int/whosis/statistics
World Health Organisation mortality data

WWW5.who.int/mentaLhealth/main
World Health Organisation publications
on suicide prevention

www.ro.chford.org/suicide
Internet Crisis Resources

www;suicICleinfo.ca
Suicide Information and Education
Centre, Canada

www.livingworks.net
Canadian site containing information on

, ASIST training (suicide intervention)

6.1.3 Audio Visual Resources

• Joanne's Story (2000). A 4-part set of

training videos looking at suicide

bereavement from a general

perspective, the medical perspective,

the role of the police and the role of

the coroner. It is available from the lAS

(Appendix 6.2).

• The Suicide of Young People and its

Impact on the Family (2002). A 20

video training pack for anyone

working in the area of suicide

bereavement, including professionals,

volunteers, suicide bereavement

groups and bereaved individuals and

families. The pack is available from

Malcolm Brown Associates, 7 The

Crescent, Holywood, Northern Ireland,

BT18 9AY. A compilation/sample tape

is available on loan from the NSRG.

6.2 Key Contacts

6.2.1 Research and Education

• Irish Association of Suicidology, 16,

New Antrim Street, Castlebar, Co.

Mayo.

Web site: www.ias.ie.
e-mail: joscott@eircom.net.

phone: 0949250858
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• National Suicide Research Found,!tion!-

1 Perrott Avenue, College Road, Cork..

Web site: www.nsrf.ie.

e-mail: nsrf@iol.ie.

phone: 021-4277499

• INSURE Project, St. Vincent's

University Hospital, Elm Park,

Dublin 4.

E-mail: k.malone@st-vincents.ie.

phone: 01-2694533

• SPHE Support Service (Post Primary),

Marino Institute of Education, Griffith

Avenue, Dublin 9.

Web site: www.sphe.ie.

e-mail: sphe@mie.ie.

phone: 01-8057718

6.2.2 Voluntary Support
Services

Note: This is not a comprehensive list ofvoluntary

support services. Local health boards will be able

to provide a more detailed guide to support

services available in each region

• Aware Defeat Depression, 72, Lower

Leeson Street, Dublin 2.

Web site: www.aware.ie.

e-mail: aware@iol.ie.

phone: 'helpline' 1890 303 302,

office: 01-6617211

Providing support and assistance to that

section of society whose lives are

affected by depression

• Barnardos, Christchurch Square,

Dublin 8.

Web site: www.barnardos.ie.

e-mail: info@barnardos.ie.

phone: 01-4549699

Committed to the best interests of

children and young people in Ireland,
promoting and respecting their rights

• GROW, 11 Liberty Street, Cork.

E"mail: mikewatts@tinetie,

phone:02~4277520

Providing mutual help groups to allow

individuals grow towards personal

maturity

• Mental Health Ireland, Mensana

House, 6 Adelaide Street, Dun

Laoighre, Co. Dublin.

Web site: www.mentalhealthireland.ie.

email:

information@mentalhealthireland.ie,

phone: 01-2841166

Providing help to those who are

mentally fll and promoting positive

mental health

• National Suicide Bereavement,
Support Network, P.O. BOH, Youghal,

Co. Cork.

Web site: www.nsbsn.org,

e-mail:info@nsbsn.org,

phone: 085-7224819

Providing support and encouragement

to new and existing suicide

bereavemenlsupport groups and

providing information to the bereaved

• Samaritans, Irish Regional Office,

Southern Desk Room 35, 1i2

Marlborough Street, Dublin 1.

Web site: www.samaritans.org,

e-mail: jo@samaritans.org,

phone: 'helpline' 1850 60 90 90

office: 01-8781822

Providing befriending 24 hours a day,

365 days a year to those passing

through personal crisis

• Bodywhys, PO Box 105, Blackrock, Co.

Dublin.

Web site: www.bodywhys.ie.

e-mail: info@bodywhys.ie.

phone: 'helpline' 01-2835126

office:01-2834963

Providing help, support and

understanding for people affected by

eating disorders

• S'chizophrenia Ireland, 38 Blessington

Street, Dublin 7.

Web site: www.sirl.ie.

e-mail: info@sirl.ie.

phone: 'helpline' 1890 621 631

office: 01-8601620

Dedicated to upholding the rights and

addressing the needs of all those

affected by schizophrenia and related

illnesses

6.2.3 Resource Officers for'
Suicide Prevention

East Coast Area Health Board

• Mr Martin Kane, Resource Officer for

Mental Health Promotion and Suicide

Prevention, East Coast Area Health

Board, Civic Offices, Main Street, Bray,

Co. Wicklow

Phone: 01-2744366

e-mail: martin.kane@ecahb.ie

Northern Area Health Board

• Ms Teresa Mason, Resource Officer for

Mental Health Promotion and Suicide

Prevention, Northern Area Health

Board, Park House, North Circular

Road, Dublin 7.

Phone: 01-8823416

e-mail: teresa.mason@erha.ie

39----



AnnualRe

SouthWestern Area Health Board

• Ms Catherine Brogan, Resource Officer

for Mental Health Promotion and

Suicide Prevention, South Western

Area Health Board, Oak House,

Millenium Park, Naas, Co. Kildare.

Phone: 045-880400

email: catherine.brog~n@swahb.ie

Midland Health Board

• Ms Rita Kelly, Resource Officer for

Suicide Prevention, Health Promotion,

Midland Health Board, The Old

Maltings, Coote Street, Portlaoise,

Co.Laois

Phone: 0502-64513

e-mail: ritam.kelly@mhb.ie

Mid Western Health Board

• Ms Bernie Carroll, Suicide S~rategy Co

ordinator! Mid Western Health Board,.

St. joseph's Hospital, Mulgrave Street,

Limerick

Phone: 061-461205

e-mail: bcarroll@mwhb.ie

North Eastern Health Board

• Mr john McGuire, Health Promotion

Officer, Health Promotion Unit, North

Eastern Health Board, St Bridget's

Hospital, Ardee, Co Louth

Phone:04~6856994

e-mail: john.mcguire@nehb.ie

North Western Health Board

• Ms Anne Sheridan, Mental Health

Promotion/Suicide Resource Officer,

Old Church, Drumany, Letterkenny, Co.

Donegal

Phbne:074-9178539
e-mail: anne.sheridan@nwhb.ie
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South Eastern Health Board

• Mr Sean McCar.thy, Resource Officer

Suicide Prevention, South Eastern

Health Board, St Patrick's Hospital,

johns Hill, Waterford

Phone: 051-874013

e-mail: mccarthys@sehb.ie

Southern Health Board
j
,

I
• Ms Brenda Crowley,-Mental Health

Resource Officer, Southern Health

Board, St. David's Hostel, Clonakilty

Hospital, Co Cork

Phone: 087-2995913

e-mail: crowleyb@sbb.ie

Western Health Board

• Ms Mary O'Sullivan, Resource Officer

for Suicide p;revention, Western Health

Board,West.City Centre, Seamus

-Quirke, R9ad~ Galway

Phone:'o91:548~60

e-mail:-mary.osulliv~n2@w~b.ie

.6.3 Releva~t

Legislation
The following section presents extracts

from Irish legislation (or explanatory

notes thereof) that is related to suicide

prevention issues in terms of the de

criminalisation of suicide, restriction on

the sale of paracetamol and finally,

reporting requirements in relation to

suicide prevention.

The Criminal Law (Suicide) Act in
1993. states in section 2:

Suicide shall cease to be a crime.

A person who aids, abets, counsels or

procures the suicide of another, or an

attempt by anotherto commit suicide,

shall be guilty of an offence and shall be

liable on conviction or indictment to

imprisonment for a term not exceeding

fourtee.n years.

Statutory Instrument No. 150 of 2001 

Medicinal Products (Control of
Paracetamol) Regulations. 2001

Explanatory Note

(This is not part of the instrument and

does not purport to be a legal

interpretation).

These Regulations impose further

restrictions on the sale of medicinal

products containing paracetamol.

·In general, these regulations:

(i) Prescribe maximum pack sizes for

products when sold in pharmacies

and in non-pharmacies.

Oi)Prescribe cautionary and warning

statements which must appear on all

packs.

(iii) Prohibit the sale of paracetamol

products in automatic vending

machines.

(iv) Prohibit the sale of paracetamol

products in non-pharmacy outlets

when a second analgesic

component is concerned.

(v) Prohibit the sale of multiple packs of

paracetamol in the course of a single

transaction.

(vi) Prohibit the sale of paracetamol

products unless they are in blister

packs or equivalent form of

packaging.

Health (Miscellaneous Provisions) Act
2001 states in section It:

The Minister for Health and Children

shall, not later than 9 months after the

end of each year beginning with the

year 2002, make a report to each House

of the Oireachtas on the measures

taken by health boards during the

preceding year to prevent suicides.



National Suicide Review Group
Cork Office: 1 Perrott Avenue, College Road

Phone: 087-6470734 or 021-4253°56

Galway Office: 1St Floor, WHB, West City Centre
Seamus Quirke Road

Phone: 091-548424 Fax: °91-548359

E-mail: info@nsrg.ie
Web: www.nsrg.ie
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